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Abstract 
Undergraduate women of all racial and ethnic groups engage in disordered eating behaviors 
(DEBs) at alarming rates. Most women do not receive treatment, with the largest disparities 
observed in women of color and those at higher weights. Prevailing interventions have 
limitations that could exacerbate these disparities, such as an emphasis on the thin ideal, which is 
often considered less relevant for some women of color. This is concerning, as disordered eating 
is often chronic and symptom crossover is common. Thus, a transdiagnostic, inclusive secondary 
prevention approach could enhance outcomes by addressing the spectrum of DEBs in diverse 
women. The purpose of this study was to assess the feasibility, acceptability, and preliminary 
efficacy of an 8-week intuitive eating (IE) intervention delivered through group and guided self-
help (GSH) modalities, approaches more accessible and affordable than individual therapy. 
Assessments occurred at pre-test, post-test, and two-month follow-up. Racially/ethnically diverse 
women (N=71; <50% White) completed measures and were randomized to group (n=40) or GSH 
(n=31). Both conditions demonstrated feasibility, though pretreatment attrition in group was 
common (n=12), leading to superior retention in GSH. Over 90% of those attending one session 
across conditions were retained through post-test. Both conditions were acceptable, with high 
satisfaction across participants and leaders. Finally, women in both conditions manifested 
significant reductions in DEBs, body dissatisfaction, and weight-bias internalization, and 
increases in body appreciation, intuitive eating, and satisfaction with life at post-test that were 
maintained at follow-up. Moreover, improvements in IE mediated decreases in DEBs over time. 
Thus, results of this pilot are promising, and support the development of a larger randomized 
controlled trial. Avenues for future research include examining a hybrid group and GSH 
intervention, and evaluating a brief versus extended (i.e., 10-session) intervention.  
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Overview 
 Over two-thirds of undergraduate women engage in disordered eating behaviors (DEBs; 
e.g., restriction, compensatory behaviors, and binge eating), which are associated with 
considerable mental and physical health impairment (Crow, Agras, Halmi, Mitchell, & Kraemer, 
2002; Fitzsimmons-Craft, 2011). Left untreated, DEBs are chronic (Neumark-Sztainer, Wall, 
Larson, Eisenberg, & Loth, 2011) and represent a risk factor for excess weight gain and full-
threshold eating disorders (EDs), conditions with significant morbidity and mortality (Arcelus, 
Mitchell, Wales, & Nielsen, 2011; Attard, Herring, Howard, & Gordon-Larsen, 2013). Despite 
the high prevalence of DEBs in college women, most affected students do not receive treatment. 
Considerable disparities exist, with racial and ethnic minority women less likely to seek, be 
referred to, or remain in treatment (Becker, Franko, Speck, & Herzog, 2003; Lipson et al., 2017). 
Women engaging in DEBs with higher weight often seek or are referred to weight loss, rather 
than ED, treatment, which is contradictory to clinical practice guidelines (Hart, Granillo, Jorm, & 
Paxton, 2011). College campuses lack sufficient resources to meet the high need for ED 
treatment services, thus accessible, affordable, and inclusive intervention approaches are 
urgently required (Lipson et al., 2017). 
Existing gold standard prevention programs have limitations that could perpetuate 
treatment disparities. Specifically, dissonance-based interventions target a risk factor (i.e., thin-
ideal internalization) that is less salient for many racial and ethnic minority women despite their 
comparable rates of DEBs (Capodilupo, 2015; Stice, Rohde, & Shaw, 2013). Healthy-weight 
interventions promote behavioral weight loss strategies, like self-monitoring and caloric 
restriction, that contradict typical ED treatments that encourage decreasing dieting behaviors and 
increasing food flexibility (Lebow & Sim, 2017; Stice, Trost, & Chase, 2003). Moreover, 
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prevention programs sometimes exclude women at higher weights despite documented rates of 
DEBs in this population (Becker, Franko, Nussbaum, & Herzog, 2004). Finally, data suggest 
dissonance-based interventions and Healthy Weight interventions are less effective for women 
with DEBs at baseline (Horney, Stice, & Rohde, 2015; Rohde, Stice, & Gau, 2017). Thus, a 
culturally sensitive approach that targets a shared risk factor (i.e., DEBs) in women across the 
BMI continuum has the potential to improve treatment response, prevent excess weight gain and 
ED onset, and shift how the field conceptualizes and approaches prevention of these serious 
health concerns. 
 Intuitive eating (IE) is a novel approach that addresses the limitations of dissonance-
based and healthy weight interventions by not only targeting important risk factors (e.g., body 
dissatisfaction) but also promoting adaptive eating attitudes and behaviors. IE offers potential to 
treat the spectrum of DEBs through promotion of attunement to internal cues, eating in response 
to hunger and satiety, and body acceptance (Tribole & Resch, 2012; Tylka, 2006). Available data 
indicate that greater levels of IE are associated with lower body mass index (BMI), less eating 
pathology, and greater body appreciation, self-esteem, and emotional functioning (Bruce & 
Ricciardelli, 2016). Many college women eat in the absence of hunger and live in challenging 
food environments that pose additional barriers to adaptive eating behaviors (Arnold, Johnston, 
Lee, & Garza, 2015; Horacek et al., 2013). Thus, this population might particularly benefit from 
an increase in internal attunement. Despite the high rates of DEBs in college-age women 
(Fitzsimmons-Craft, 2011), there is a dearth of IE intervention work in this population. 
Moreover, IE is growing in popularity, as evidenced by the number of group and self-study IE 
classes offered online by various health professionals as well as unlicensed health coaches. 
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Although IE has potential to treat the spectrum of DEBs, surprisingly little research has assessed 
its efficacy; thus, outcome research is needed to ensure patient safety. 
Another salient issue in ED prevention is the optimal method for intervention delivery. 
Prevention programs are commonly implemented in group settings (e.g., Stice, Shaw, & Marti, 
2007). However, guided self-help (GSH; using self-help materials with guidance) is an 
alternative treatment modality that is more accessible, affordable, and recommended as a first-
line approach for mild to moderate DEBs (Traviss-Turner, West, & Hill, 2017). The recently-
released IE workbook was developed for use in both group and individual clinical settings, and 
as a self-help guide (Tribole & Resch, 2017). Thus, IE is now available in a format that is more 
accessible and affordable for those with limited treatment access.  
The Current Study 
The current study investigated the feasibility, acceptability, and preliminary efficacy of 
an IE intervention delivered via two distinct modes: in-person group sessions and GSH. Seventy-
one women ages 18 to 25 with DEBs were recruited and randomized to either a group (n = 40) or 
GSH condition (n = 31). The intervention lasted eight weeks and followed the content of the IE 
workbook. Group participants engaged in interactive activities and complete homework to 
reinforce material between sessions. GSH participants had weekly phone calls (~20 minutes) 
with a leader to review homework and material. This study provides essential data on the 
feasibility, acceptability, and potential utility of a novel IE treatment approach in this 
understudied population. Effective interventions to address DEBs in high-risk college-aged 
women are urgently needed to decrease current eating pathology, teach adaptive eating attitudes 
and behaviors, and ultimately prevent excess weight gain and full threshold EDs. The following 
sections present a brief overview of the literature on the prevalence, consequences, and treatment 
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of disordered eating, and provide the rationale for assessing a new intervention approach 
delivered through two modalities.  
Literature Review 
Disordered Eating is Pervasive 
Recent surveys of undergraduate populations show striking rates of eating pathology, 
particularly in women (Eisenberg, Nicklett, Roeder, & Kirz, 2011; Lipson & Sonneville, 2017). 
Approximately 40% of undergraduate women endorse objective binge eating, 31% engage in 
compensatory behaviors such as vomiting or laxative misuse, and up to 17% demonstrate 
elevated ED risk (Lipson & Sonneville, 2017). Subthreshold symptoms are present in as many as 
67% of female students, signaling that DEBs might now be normative in this group 
(Fitzsimmons-Craft, 2011). Moreover, the demographic profile of women engaging in DEBs is 
shifting. Though previously considered to affect primarily White women, recent surveys show 
comparable rates across racial and ethnic groups (Cheng, Perko, Fuller-Marashi, Gau, & Stice, 
2019; Lipson & Sonneville, 2017; Rodgers et al., 2017). In a recent survey of undergraduates 
across 12 institutions, Black, Latina, and White women demonstrated comparable ED risk 
(Lipson & Sonneville, 2017). Some studies suggest that Black and Latina women engage in less 
dietary restriction, but have higher rates of bulimic and binge eating symptoms than White or 
Asian women (Franko & Rodgers, 2017).  
Although higher weight status and DEBs are often treated as disparate conditions, 
accumulating evidence shows that they often overlap and co-occur (Lipson & Sonneville, 2017; 
Loth, Wall, Larson, & Neumark-Sztainer, 2015; Rodgers et al., 2017). Indeed, recent studies 
documented the highest ED risk in college students with BMIs classified as overweight and 
obese (Kass et al., 2017; Lipson & Sonneville, 2017), and Kass et al. (2017) found that 58% of 
13 
 
these students screened as high ED risk. Moreover, they were more likely than those with BMIs 
classified as normal or underweight to endorse binge eating, fasting, and body dissatisfaction, 
and to note these issues impaired their interpersonal relationships.  
Disordered Eating is Often Untreated 
Despite the widespread nature of DEBs in college students, the vast majority do not 
receive treatment. In a 2011 study, 15% of undergraduate women screened as likely meeting 
criteria for an ED diagnosis (Eisenberg et al., 2011). However, only 15% of these individuals had 
received therapy in the prior year, and only 5% had ever received an ED diagnosis. Similarly, in 
a 2017 study, though 30% of students were identified as high ED risk, only 13% had received 
treatment (Lipson et al., 2017).  
Considerable treatment disparities exist, particularly for racial and ethnic minority 
women and women at higher weights. For racial and ethnic minority women, the literature paints 
a stark picture. In general, minority groups in the United States are less likely to utilize 
healthcare services for many reasons, including lack of access or resources, cultural incongruity, 
low quality of care, and inadequate diagnosis (Cheung & Snowden, 1990). This finding 
generalizes to ED treatment, as women of color are less likely to seek or receive treatment for 
disordered eating (Becker et al., 2003; Cachelin & Striegel-Moore, 2006; Cachelin, Veisel, 
Barzegarnazari, & Striegel-Moore, 2000; Marques et al., 2011). For instance, in a national, large 
scale epidemiological study, Marques et al. (2011) found that mental health service utilization 
among individuals with a lifetime history of any ED was lower among Latinos, Asians, and 
African-Americans than non-Latino Whites. Another study, which included Mexican-American 
and European-American women, found that women with DEBs in both groups were equally 
likely to recognize their eating behaviors as problematic and want help (Cachelin & Striegel-
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Moore, 2006). However, Mexican-American women were less likely to have sought treatment 
and or to have ever been diagnosed (Cachelin & Striegel-Moore, 2006). Mental health stigma is 
one potential barrier to treatment-seeking (Cachelin et al., 2000). Racial and ethnic minorities, 
already subject to increased prejudice and discrimination, might avoid seeking help to avert the 
additional stigmatization associated with mental health conditions (Gary, 2005). Moreover, 
individuals from collectivist cultures might not utilize mental health services due to concerns 
about the potential impact on family members (i.e., courtesy stigma; Birenbaum, 1970). Finally, 
some racial and ethnic minorities prefer to keep mental health problems in the family or to seek 
support in community settings, such as the church (Blank, Mahmood, Fox, & Guterbock, 2002; 
Clement et al., 2015). 
Another major factor driving treatment disparities is clinician bias. Racial and ethnic 
minority women often do not seek treatment until their symptoms are more severe relative to 
White women, and they are more likely to be mis- or undiagnosed (Becker et al., 2003). Indeed, 
Becker et al. (2003) found that even after controlling for symptom severity, Latino and Native 
American populations with ED symptoms were less likely than White individuals to receive a 
recommendation or referral for further evaluation. Moreover, ethnic minority participants with 
self-acknowledged eating and weight concerns were less likely than non-minority participants to 
have been asked by a doctor about their ED symptoms.   
Women at higher weights who engage in DEBs often seek or are recommended treatment 
for a weight problem rather than an eating problem (Cachelin & Striegel-Moore, 2006; Hart et 
al., 2011). Clinicians are especially likely to recommend weight loss treatment to Latina and 
Black women engaging in DEBs, perhaps due to these groups having higher BMIs on average 
(Cachelin & Striegel-Moore, 2006). However, disordered eating is not purely behavioral, but is 
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accompanied by distorted and distressing emotions and cognitions. Thus, treatments that do not 
address disordered eating behaviors, emotions, and cognitions are unlikely to be effective (Mond 
et al., 2009). Moreover, dieting is contraindicated for those engaging in DEBs because restrictive 
behaviors can maintain ED symptoms (Neumark-Sztainer et al., 2006). Nonetheless, most 
individuals engaging in DEBs will not receive adequate care, and minority women and women at 
higher weights are at particular risk. 
Disordered Eating is Chronic and has Serious Consequences 
Without treatment, DEBs are often chronic. In a prospective study, approximately three-
quarters of adolescents reporting DEBs at baseline remained symptomatic 10 years later (Pearson 
et al., 2017). Further, transition between symptom groups was common, highlighting that the use 
of DEBs is remarkably enduring but behavioral patterns often change (Ackard, Fulkerson, & 
Neumark-Sztainer, 2011; Pearson et al., 2017). DEBs are associated with the onset or worsening 
of excess weight gain and progression to threshold-level EDs (Sánchez-Carracedo, Neumark-
Sztainer, & López-Guimerà, 2012). However, DEBs not meeting criteria for threshold EDs are 
nonetheless often clinically significant. Multiple studies demonstrate that women engaging in 
DEBs experience marked psychological and physical health impairment (Crow et al., 2002; 
Mond, Latner, Hay, Owen, & Rodgers, 2010; Stice, Marti, Shaw, & Jaconis, 2009). Indeed, 
some studies have found little difference in impairment between sub- and full-threshold EDs 
(Lewinsohn, Striegel-Moore, & Seeley, 2000; Stice et al., 2009).  
Higher Weight and Eating Disorders 
DEBs are a shared risk factor for both eating disorders (EDs) and excess weight gain. 
These behaviors seem to contribute to a detrimental cycle that is difficult to remit and increases 
the risk for both conditions. For instance, dietary restraint is a relatively common practice, 
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particularly for college women (Delinsky & Wilson, 2008; Lowe et al., 2006). However, dietary 
restraint motivated by shape/weight concerns heightens the risk of binge behaviors (Hagan, 
Forbush, & Chen, 2016). Binge behaviors, in turn, heighten the risk for weight gain (Bruce & 
Wilfley, 1996). Individuals who binge and gain weight might attempt weight control through 
extreme measures (e.g., fasting, excessive exercise, vomiting, laxatives, diet pills; Butryn, 
Juarascio, & Lowe, 2011). For those who successfully suppress their weights, weight gain 
remains a risk as one’s metabolic rate decreases and susceptibility to binge-eating remains high 
(Bodell, Racine, & Wildes, 2016; Camps, Verhoef, & Westerterp, 2013).  
Emerging adulthood is a particularly critical developmental stage because the health 
behaviors established during this period are often maintained into adulthood (Nelson, Story, 
Larson, Neumark-Sztainer, & Lytle, 2008). However, dietary quality and physical activity often 
decline during college, and campus food environments often impede, rather than facilitate, 
healthy eating (Horacek et al., 2013; Racette, Deusinger, Strube, Highstein, & Deusinger, 2005). 
Moreover, many college students experience dysregulation in their emotions and eating 
behaviors and frequently eat in the absence of hunger (Arnold et al., 2015).  
Importantly, individuals at heavier weights are often subject to weight-based 
discrimination which often results in negative mental health consequences, like depression and 
exacerbation of eating pathology (Mensinger, Calogero, & Tylka, 2016; Tomiyama, 2014). 
Weight bias is a socially acceptable form of stigma (Brownell, 2005), and individuals at higher 
weights face considerable societal pressure to lose weight and conform to cultural appearance 
ideals (Durso & Latner, 2008) Accordingly, many internalize this stigma and attempt weight 
loss, often through extreme weight control behaviors (O’Brien et al., 2016). However, these 
attempts are often unsuccessful, as behaviors such as dietary restraint are associated with the 
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onset and maintenance of binge eating (Lowe, Doshi, Katterman, & Feig, 2013; Tuschl, 1990). 
Moreover, weight loss of  10% of one’s body weight is associated with a host of physiological 
adaptations, such as adaptive thermogenesis, which decreases one’s resting metabolic rate and 
heightens the risk of weight gain (Camps et al., 2013; Rosenbaum, Hirsch, Gallagher, & Leibel, 
2008). Thus, weight stigma internalization often incites or maintains DEBs and has detrimental 
consequences. These data underscore the danger of overlooking DEBs among individuals at 
higher weights, as the lack of adequate care could lead to chronicity and marked impairment.  
Eating disorders affect approximately one in eight women by the age of 20 (Stice, Marti, 
& Rohde, 2013). These disorders include threshold and sub-threshold anorexia nervosa (AN), 
bulimia nervosa (BN), binge eating disorder (BED), purging disorder (PD), and feeding and 
eating disorders not elsewhere classified (FED-NEC; American Psychiatric Association, 2013). 
Both sub- and full-threshold disorders are associated with marked emotional distress, functional 
impairment, diagnostic progression and crossover, and relapse (Stice, Marti, et al., 2013). EDs 
are costly to individuals and societies. Because these conditions are often protracted and resistant 
to treatment, healthcare costs are high (Agras, 2001). EDs carry potentially grave medical 
consequences, such as cardiac arrhythmia, osteoporosis, electrolyte abnormalities, kidney 
dysfunction, and many more (Klump, Bulik, Kaye, Treasure, & Tyson, 2009). They are also 
frequently comorbid with serious psychiatric conditions such as anxiety and depressive 
disorders, substance use, and suicidality (Blinder, Cumella, & Sanathara, 2006; Braun, Sunday, 
& Halmi, 1994; Bulik et al., 2004). EDs have the highest mortality rates of any psychiatric 
condition, with up to 20% of individuals dying from medical complications or suicide (Arcelus 
et al., 2011; Crow et al., 2009; Smink, van Hoeken, & Hoek, 2012).   
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Thus, DEBs are prevalent, chronic, often untreated, and associated with conditions with 
potentially grave consequences. Accordingly, there is a critical need to develop and implement 
culturally sensitive, inclusive interventions that reduce the spectrum of DEBs and confer 
adaptive and sustainable eating attitudes and behaviors.   
Prevailing Intervention Approaches  
Prevention programs. DEBs are often addressed through secondary (i.e., prevention 
programs for those exhibiting some risk factors, such as body dissatisfaction), or selective or 
indicated interventions (i.e., prevention programs for those with subthreshold DEBs), which seek 
to decrease current eating pathology and prevent excess weight gain and ED onset (Becker, 
Franko, Nussbaum, & Herzog, 2004; Stice, Rohde, Shaw, & Marti, 2012). Though there are 
limited long-term data, two programs commonly disseminated to college women have received 
empirical support (Becker & Stice, 2017; Ciao, Loth, & Neumark-Sztainer, 2014; Stice, Rohde, 
& Shaw, 2013). Dissonance-based interventions target the reduction of thin-ideal internalization, 
a primary ED risk factor (Stice, Rohde, & Shaw, 2013; Thompson & Stice, 2001). Dissonance-
based interventions are grounded in cognitive dissonance theory, which states that individuals 
are motivated to change when they experience the psychological discomfort that results from 
conflict between attitudes and behaviors (Festinger, 1957). Dissonance-based interventions 
attempt to induce this dissonance through exercises in which participants argue against pursuing 
the thin ideal. The original and most noteworthy of these dissonance-based interventions, the 
Body Project, has helped bridge the research-practice gap, going from small pilot trials to broad 
clinical implementation (Becker & Stice, 2017; Stice, Mazotti, Weibel, & Agras, 2000). Through 
two- and three-year follow-ups, adolescent female Body Project participants manifested greater 
decreases in thin-ideal internalization, body dissatisfaction, and ED symptoms and lower risk for 
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eating pathology than assessment-only controls and greater reductions in thin-ideal 
internalization and body dissatisfaction relative to expressive writing controls (Stice, Marti, 
Spoor, Presnell, & Shaw, 2008). Moreover, these participants showed a 60% reduction in risk for 
ED onset, relative to assessment-only controls. However, many of the pre- to post-intervention 
effects did not persist. For instance, although dissonance-based interventions seek to reduce thin-
ideal internalization, by three-year follow-up, the initial decreases in this outcome attenuated to 
non-significance relative to other conditions. Additionally, there were no significant effects on 
bulimic symptoms at either follow-up. It is important to note these effects were observed in a 
sample of primarily adolescent girls (mean age = 17). Results of a selective dissonance-based 
intervention for college women with body image concerns found no differences in ED onset 
between women receiving this intervention relative to controls at two- and three-year follow-up 
(Stice, Rohde, Butryn, Shaw, & Marti, 2015). The researchers concluded that factors other than 
the thin ideal might now contribute to ED onset in college women. 
There are several reasons to believe a singular focus on the thin ideal might be 
insufficient and have limited applicability. One, there is considerable evidence beauty ideals are 
diverse and extend beyond thinness, especially for racial and ethnic minority women 
(Capodilupo, 2015; Franko et al., 2012; Overstreet, Quinn, & Agocha, 2010). Indeed, qualitative 
work demonstrates that the appearance pressures Black and Latina women face encompass much 
more than body shape; hair, skin tone, and style all influence appearance self-evaluation (Franko 
et al., 2012; Rubin, Fitts, & Rubin, 2003; Schooler & Daniels, 2014). Many Black and Latina 
women have heavier body ideals and often report lower thin-ideal internalization (Kernper, 
Sargent, Drane, Valois, & Hussey, 1994; Overstreet et al., 2010; Powell & Kahn, 1995; Shaw, 
Ramirez, Trost, Randall, & Stice, 2004). However, although ethnic minority women often report 
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lower levels of thin-ideal internalization, they experience comparable rates of body 
dissatisfaction and DEBs (Cheng et al., 2019; Franko & Rodgers, 2017; Lipson & Sonneville, 
2017; Shaw et al., 2004). Dissonance-based intervention trials have generally lacked diverse 
samples, thus inadequate statistical power to detect group differences is a concern (Rodriguez, 
Marchand, Ng, & Stice, 2008; Stice, Marti, & Cheng, 2014). Accumulating evidence 
demonstrates that beauty ideals are diverse and vary between and within groups (Overstreet et 
al., 2010; Romo, Mireles-Rios, & Hurtado, 2016; Simpson & Mazzeo, 2017b). Thus, 
interventions that focus solely on the thin ideal likely miss women who, though still at high ED 
risk, hold differing beauty ideals. Finally, another potential limitation of dissonance-based 
interventions is that they do not address eating behaviors. Targeting problematic eating patterns 
is likely necessary for women already engaging in DEBs (Stice, Rohde, & Shaw, 2013). 
Healthy Weight interventions were originally developed as placebo control conditions to 
evaluate ED dissonance-based interventions (Stice, Shaw, Burton, & Wade, 2006). In the first 
randomized controlled trial of an ED dissonance-based intervention, women with body 
dissatisfaction were randomized to the dissonance condition or a healthy weight placebo control 
condition (Stice, Chase, Stormer, & Appel, 2001). Healthy Weight interventions were grounded 
in behavioral modification theory. Participants were encouraged to adopt a low-fat diet and 
increase exercise. Gradual, lifestyle changes were emphasized and participants set goals each 
week. Barriers were explored and participants engaged in self-monitoring of food and exercise. 
Unexpectedly, participants in the Healthy Weight intervention showed decreases in body 
dissatisfaction, dieting behavior, negative affect, and bulimic behavior over four-week follow-up, 
the latter three of which were not significantly different than the effects reported by dissonance-
based intervention participants. As a result of these findings, the authors continued to test 
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Healthy Weight interventions in subsequent trials, positing that Healthy Weight interventions 
could viably prevent both excess weight gain and EDs. In a long-term Healthy Weight efficacy 
trial, adolescent girls with body dissatisfaction (mean age =  17.0 years) showed a 61% reduction 
in risk for eating pathology onset relative to assessment-only controls at three-year follow-up 
(Stice et al., 2008). However, results of a trial with college women were not as promising. 
Through two-year follow-up, Healthy Weight intervention participants showed less body 
dissatisfaction, ED symptoms, and ED onset relative to control participants, though effects were 
small (Stice, Rohde, Shaw, & Marti, 2013). However, there were no main effects on BMI, 
depressive symptoms, dieting, caloric intake, or physical activity over time.  
A potential concern regarding Healthy Weight interventions is that their guidelines, such 
as caloric reduction, self-monitoring of food and exercise, and limiting food variety, contradict 
typical ED treatments that focus on improving body image, broadening foods eaten, and 
decreasing dieting behaviors (Lebow & Sim, 2017). Obsessive-compulsive and perfectionist 
traits are common in those with EDs and are associated with a preoccupation with data, such as 
calories and exercise frequency and duration (Anderluh, Tchanturia, Rabe-Hesketh, & Treasure, 
2003; Bardone-Cone et al., 2007). Thus, although Healthy Weight interventions likely intend to 
promote flexible dietary control, the dietary guidelines could elicit rigidity and incite or 
exacerbate ED behaviors in susceptible individuals.  
Dissonance-based and Healthy Weight interventions have demonstrated potential in 
reducing risk factors, eating pathology, and ED onset, but they have important limitations. As 
mentioned, dissonance-based interventions target a risk factor (i.e., thin ideal internalization) that 
is not salient for all women and might be less relevant for racial and ethnic minority women who 
often internalize heavier body ideals (Capodilupo, 2015). Additionally, dissonance-based 
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interventions do not address eating behaviors at all. Healthy Weight interventions do address 
eating behaviors, but promote guidelines that might not be appropriate for those at heightened 
risk for EDs, particularly those with obsessive-compulsive or perfectionistic traits. Indeed, there 
are data to suggest these programs might be less successful for those with initially elevated ED 
symptoms. A study of women who completed dissonance-based interventions found that those 
who developed EDs had higher initial ED symptoms than those who did not (Horney et al., 
2015). Similarly, 61% of women enrolled in Healthy Weight interventions who endorsed 
baseline compensatory behaviors (i.e., fasting, self-induced vomiting, excessive exercise, 
laxatives/diuretics, and diet pills) persisted in those behaviors one year post-intervention (Rohde 
et al., 2017). Thus, these interventions might not be sufficient for women already engaging in 
DEBs.  
Current treatment approaches. Both higher weight and EDs are difficult conditions to 
treat (Agras, 2001; Must et al., 1999). Because higher weight status is linked to myriad health 
conditions, researchers have focused on weight reduction to improve health outcomes. 
Behavioral modifications, including caloric restriction and increased physical activity, remain the 
mainstay of weight-focused treatment (Foster, Makris, & Bailer, 2005). Initially, individuals may 
lose up to 10% of their body weight and show improved blood pressure and other markers (Perri 
& Corsica, 2004). Yet, the changes promoted by these programs (e.g., very low calorie diets) 
appear difficult to sustain in the long term as weight regain, sometimes past baseline levels, is 
common (Anderson, Konz, Frederich, & Wood, 2001). Moreover, as noted, weight loss of  
>10% of one’s body weight is associated with adaptive thermogenesis, which decreases 
metabolic rate and heightens the risk of weight regain (Camps et al., 2013). Similarly, dieting 
behaviors are associated with food hyper-palatability and can induce feelings of deprivation, 
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which increase binge eating risk (Wooley, Wooley, & Dyrenforth, 1979). Finally, these 
treatments often do not address commonly co-occurring psychological issues such as trauma, 
self-esteem, and weight stigma internalization (Puhl, Quinn, Weisz, & Suh, 2017; Wooley & 
Garner, 1991). However, weight stigma internalization itself is associated with poorer treatment 
outcomes and symptom maintenance (Puhl et al., 2017). Finally, a large percentage of those at 
higher weights use DEBs as a means of weight control (e.g., Lipson et al., 2017; Loth, Wall, 
Larson, & Neumark-Sztainer, 2015). These individuals often seek or are recommended weight 
loss treatment, which is contraindicated for those with DEBs (Hart et al., 2011). Thus, prevailing 
weight-focused treatment approaches are often unsuccessful, limited in scope, and potentially 
harmful for those with DEBs. 
Eating disorders are also notoriously challenging to treat. Multiple modalities, such as 
interpersonal psychotherapy (IPT), dialectical behavior therapy (DBT), family-based therapy 
(FBT), and cognitive behavioral therapy (CBT), are available at various levels of intensity 
(outpatient, intensive outpatient, partial hospitalization, residential, and inpatient). For adults, 
particularly those with BN or BED, CBT is recommended (Wilson, Grilo, & Vitousek, 2007). 
Though many treatments target specific ED diagnoses or symptoms, diagnostic crossover is 
common (Milos, Spindler, Schnyder, & Fairburn, 2005; Pearson et al., 2017). Remission rates 
are generally low, and relapse is common (Keel & Brown, 2010; Steinhausen, 2002). Mortality 
rates range from 5-10% in AN; of those surviving, approximately half will recover, one-third 
achieve partial recovery, and the remaining develop chronic cases (Smink et al., 2012; 
Steinhausen, 2002). Those receiving outpatient care appear to have more favorable outcomes 
relative to those in inpatient settings (Keel & Brown, 2010). BN demonstrates a similar pattern 
of results, albeit with higher remission rates (approximately 75% by 10-year follow-up). Fewer 
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controlled trials with long-term follow-ups exist for BED and subthreshold EDs, thus long-term 
remission remains difficult to estimate. Importantly, over long-term follow-up, few differences in 
outcomes were noted among full-threshold BN, BED, and subthreshold cases, highlighting that 
subthreshold EDs are clinically significant (Keel & Brown, 2010). Thus, even the most 
empirically-supported interventions are not successful for many. Moreover, most with ED 
symptoms do not seek or receive treatment (Hart et al., 2011). College women might be at a 
particular disadvantage for receiving adequate intervention because campus counseling centers 
often lack sufficient resources to meet demand (Lipson et al., 2017). However, many students do 
not have financial means to seek therapy on their own. In light of these data, it seems especially 
important to investigate novel treatments that address the spectrum of disordered eating and are 
available in accessible formats. 
Intuitive Eating 
 Intuitive eating (IE) is an approach that addresses important risk factors and promotes 
adaptive eating attitudes and behaviors. Thus, IE has the potential to address several limitations 
of existing interventions (Tribole & Resch, 2012). IE has three central tenets: 1) unconditional 
permission to eat when hungry; 2) eating for physical rather than emotional reasons; and, 3) 
eating according to hunger and satiety cues (Tribole & Resch, 2012; Tylka, 2006). It is grounded 
in the acceptance model (Avalos & Tylka, 2006) which theorizes that the tendency to eat 
intuitively, which is thought to be inborn, can be strengthened or weakened by one’s social 
environment. This model states that women who experience general unconditional acceptance 
are more likely to focus on their inner experiences, or how their bodies feel and function, rather 
than how they look. Women in these accepting social environments are more likely to perceive 
that others accept their bodies, which decreases the likelihood of using weight control behaviors 
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to change their appearance. This leads women to instead focus on how their bodies function, 
strengthening their body appreciation. Women who are oriented to and appreciate the functions 
of their bodies are more likely to trust and honor their hunger and satiety cues. This model has 
strong support in college and emerging adult women (Augustus-Horvath & Tylka, 2011; Avalos 
& Tylka, 2006). 
 IE has ten principles (see Table 2) that focus on rejecting the dieting mentality, honoring 
hunger cues, decreasing restrictive behaviors that lead to deprivation and bingeing, challenging 
rigid food rules, increasing awareness of satiety, discovering the satisfaction of food, coping with 
emotions without food, respecting and accepting one’s body, using exercise as self-care, and 
balancing nutrition with satisfaction. Cross-sectional work shows that undergraduate women 
reporting higher IE levels have less eating pathology and lower BMIs, along with greater body 
appreciation, self-esteem, and emotional functioning (Bruce & Ricciardelli, 2016). Participation 
in IE interventions is associated with reductions in eating pathology and improvements in self-
esteem, depression, and body image (Schaefer & Magnuson, 2014). Some studies also found 
improvements in physiological measures (e.g., blood pressure, cholesterol) and physical activity 
(Schaefer & Magnuson, 2014). However, most of the investigations emphasized mindful or 
intuitive eating as only one component of a broader intervention (Schaefer & Magnuson, 2014). 
Only one known study, conducted with wives of active military service members, implemented 
an IE intervention guided by the 10 principles originally designed by the authors (Cole & 
Horacek, 2010). Thus, there is a dearth of research examining IE in its true form.  
IE addresses important limitations of dissonance-based and Healthy Weight interventions 
through strategies that are broadly applicable and potentially sustainable long-term. Specifically, 
whereas dissonance-based interventions target thin-ideal internalization, likely limiting their 
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relevance for racial and ethnic minority women, IE promotes body acceptance (Tribole & Resch, 
2012). Similarly, IE emphasizes increasing awareness of physical cues to guide eating behaviors, 
rather than relying on rigid dietary guidelines as promoted by Healthy Weight interventions. IE 
has potential for addressing the spectrum of DEBs. For those who engage in binge behaviors, IE 
emphasizes identifying emotional eating triggers, eating mindfully without distraction, and 
respecting satiety (Tribole & Resch, 2012). For those prone to restriction, rejecting the diet 
mentality, allowing food flexibility, and accepting one’s body might be particularly salient 
(Tribole & Resch, 2012).  
Despite some promising cross-sectional data suggesting that IE is associated with 
positive outcomes in college women, there are no known interventions using IE principles in this 
group.  However, EDs are most prevalent in young adult women and excess weight gain is 
common in college, highlighting emerging adulthood as a critical intervention point (Nelson et 
al., 2008; Smink et al., 2012). Thus, the potential of IE to address the spectrum of DEBs in 
undergraduate women remains under-studied. Despite this, there are a plethora of IE-focused 
workshops, classes and trainings promoted by dietitians, health coaches, and other health 
professionals through the Internet and social media. For example, the first two pages of a Google 
search for “intuitive eating class,” included 13 distinct, but untested, IE programs offered by 
dietitians and unlicensed health coaches. However, an IE workbook (developed based on IE 
literature) was recently released and could facilitate the translation of IE to a manualized 
intervention (Tribole & Resch, 2017). 
Group and Guided Self-Help Interventions  
Eating and weight-related concerns are costly to individuals and societies. For those who 
seek treatment, pharmaceutical and healthcare utilization costs are high and missed time at work 
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or school results in productivity losses (Agras, 2001). Those who do not receive treatment are at 
serious risk for myriad health consequences and, at worst, premature death (Hart et al., 2011). 
Because individual therapy is costly and inaccessible for many, there is an urgent need to test 
efficient and affordable delivery methods, such as group interventions and guided self-help 
(GSH), to treat DEBs (Traviss-Turner et al., 2017). 
Group intervention. Group therapy is effective in treating a wide range of mental health 
and behavioral conditions. Indeed, a meta-analysis found that participants receiving group 
therapy for a range of physical and mental health conditions showed substantially larger 
improvements than untreated controls (Burlingame, Fuhriman, & Mosier, 2003). Another meta-
analysis found that individual and group therapy were comparably effective in improving mental 
health (McRoberts, Burlingame, & Hoag, 1998). This is an important finding as group therapy 
can be delivered at up to one-fifth the cost of individual psychotherapy treatment (Chen et al., 
2003). Moreover, over half of group therapy is conducted on college campuses, demonstrating 
the appropriateness of this setting for this treatment modality (Burlingame et al., 2003).  
Group interventions appear to be particularly beneficial for disordered eating because 
they provide validation, emotional support, normalization of experiences, interpersonal feedback, 
and reduction of social isolation (Polivy & Federoff, 1997). Dissonance-based and Healthy 
Weight interventions were originally piloted and most often implemented through group formats. 
Recently, the relative effectiveness of the Body Project, the leading ED dissonance-based 
intervention, delivered through various formats (e.g., group and Internet) has been assessed. One 
large trial compared clinician-led Body Project groups, peer-led Body Project groups, and an 
Internet-based self-paced Body Project version, with an educational video control condition; all 
Body Project conditions outperformed the control (Stice, Rohde, Shaw, & Gau, 2017). 
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Participants in both group conditions manifested greater reductions in ED risk factors than those 
in the Internet condition. Moreover, Body Project group participants (both peer and clinician-led) 
reported that the most valuable components of the intervention were the sense of shared 
experience and reduced social isolation, which were fostered by the group setting (Shaw, Rohde, 
& Stice, 2016). Interestingly, the most common suggestions from participants in the Internet 
condition were to enhance community support and facilitate communication with other 
participants (Shaw et al., 2016). Unfortunately, additional details were not provided in this brief 
report. Nonetheless, these data suggest that for ED dissonance-based interventions, the group 
format is both superior to an Internet based intervention regarding ED risk factors and is more 
acceptable to participants.  
Guided self-help. Many barriers to the treatment of eating and weight-related concerns 
exist, including lack of appropriately trained providers, treatment access (i.e., distance from 
treatment), and cost (Wilson & Zandberg, 2012). Because self-help is brief, cost-effective, and 
versatile in delivery, there is growing enthusiasm for its use in weight management and ED 
treatment (Boutelle, Norman, Rock, Rhee, & Crow, 2013; Wilson & Zandberg, 2012). There are 
two primary forms of self-help: ‘pure’ self-help (i.e., using self-help materials without 
professional guidance) and guided self-help (GSH; using self-help material with guidance). Pure 
self-help is advantageous in its cost-effectiveness and ease of access; however, its effectiveness 
is often reduced due to poor treatment adherence, which might be due to lack of accountability, 
support, and guidance (Wilson & Zandberg, 2012). GSH is also more affordable and accessible 
than individual therapy and might be more disseminable because non-specialist healthcare 
providers can be trained to deliver the interventions (Wilson & Zandberg, 2012). Additionally, 
professional guidance could offer the support and structure needed to improve adherence and 
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motivation. Indeed, there is evidence that GSH is superior to pure self-help in ED treatment 
completion and symptom abstinence (Beintner, Jacobi, & Schmidt, 2014). Multiple meta-
analyses have demonstrated the potential of GSH to ameliorate global ED psychopathology; 
however the strongest effects have been noted in BED treatment (Beintner, Jacobi, & Schmidt, 
2014; Traviss-Turner, West, & Hill, 2017; Wilson & Zandberg, 2012). GSH is often 
recommended as a first-line treatment for mild to moderate levels of DEBs (Traviss-Turner et al., 
2017), but further study is needed to assess its efficacy in reducing the spectrum of DEBs.   
One method of validating self-help materials is examining their efficacy in a trial 
alongside a group intervention. For instance, the Body Image Workbook by Thomas Cash was 
validated through comparison of group and self-directed study, first with moderate and then 
minimal therapist contact (Cash & Lavallee, 1997; Grant & Cash, 1995). Though the researchers 
hypothesized the group intervention would yield stronger effects, there were no significant 
differences between conditions in either trial. Thus, there is evidence that GSH, like group 
intervention, can reduce body dissatisfaction. Many related interventions, such as Health at 
Every Size (Bacon, Stern, Van Loan, & Keim, 2005), integrate mindful eating content or 
emphasize eating in accordance with internal cues, but only one known study (Cole & Horacek, 
2010) has followed the format of the ten IE principles as designed by the authors. An IE 
workbook, developed based on empirical research for use in both group and individual clinical 
settings and as a self-help guide, was recently released to facilitate systematic evaluation of IE 
(Tribole & Resch, 2017). Thus, the IE approach is now available in a format that is more 
accessible and affordable for those with inadequate treatment access. However, controlled trials 
are needed to evaluate the feasibility, acceptability, and preliminary efficacy of the material. 
Moreover, it seems especially important to evaluate IE outcomes using both the standard group 
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format, which has strong support for its utility, and through GSH, which is more affordable and 
accessible than group treatment. 
Summary & Purpose of Current Study 
The undergraduate years are a vulnerable developmental period for the development or 
worsening of eating pathology. Over two-thirds of undergraduate women engage in DEBs 
(Fitzsimmons-Craft, 2011) and the vast majority do not receive treatment (Eisenberg et al., 2011; 
Lipson et al., 2017). Furthermore, marked disparities exist. Despite engaging in DEBs at 
comparable rates, racial and ethnic minority women are less likely than White women to seek or 
stay in treatment, be identified by providers, or receive appropriate referrals (Becker, Franko, 
Speck, & Herzog, 2003; Cachelin & Striegel-Moore, 2006). Also, women with BMIs classified 
as overweight or obese engage in DEBs at concerning rates, but are more likely to seek or be 
referred to weight loss (vs. ED) treatment (Hart et al., 2011; Kass et al., 2017). However, as 
overvaluation of shape and weight is strongly associated with DEBs, a primary goal of weight 
loss is potentially detrimental (Brown-Bowers, Ward, & Cormier, 2017; Hart et al., 2011). These 
issues are of particular concern because left untreated, DEBs are chronic and impair 
psychological and physical functioning (Crow et al., 2002; Neumark-Sztainer et al., 2006; 
Pearson et al., 2017). Moreover, engaging in DEBs is a risk factor for both excess weight gain 
and threshold EDs, conditions with high morbidity and mortality (Attard et al., 2013; Kass et al., 
2017; Neumark-Sztainer et al., 2007; Smink et al., 2012; Stice, 2001). Accordingly, addressing 
DEBs in a high-risk population is essential to improve current psychological and physical 
functioning and prevent the progression of DEBs.  
Current intervention approaches have several limitations that likely exacerbate disparities 
in unmet treatment needs and might not appropriately address the spectrum of DEBs in women 
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from diverse racial and ethnic groups, or those at higher weights. Eating disorder dissonance-
based interventions target reduction of thin-ideal internalization as a prevention strategy (Stice, 
Mazotti, et al., 2000). However, beauty ideals are diverse and vary between and within cultural 
groups. Many Black and Latina women, for example, endorse heavier beauty ideals than their 
White peers, but have comparable body dissatisfaction (Franko et al., 2012; Overstreet et al., 
2010). Similarly, Healthy Weight interventions use behavioral weight loss principles to prevent 
ED and excess weight gain (Stice et al., 2008). However, these programs promote many common 
behavioral weight loss strategies (e.g., decreasing food variety, self-monitoring). These strategies 
are philosophically at odds with typical ED treatments, and appear less successful for those with 
initially elevated ED symptoms (Rohde et al., 2017; Stice, Rohde, Shaw, et al., 2013). Finally, 
some prevention programs exclude individuals with BMIs classified as overweight or obese 
despite the disproportionately high rates of DEBs in these groups (Stice et al., 2007).  
 IE is a novel eating approach that is gaining popularity but remains understudied. It 
emphasizes increasing awareness of one’s internal cues and eating for physical rather than 
emotional eating (Tribole & Resch, 2012). Cross-sectional data demonstrate positive relations 
between higher IE levels and emotional and physical health (Bruce & Ricciardelli, 2016). As 
well, participation in interventions with IE components is associated with decreases in DEBs and 
increases in emotional and physical health markers (Schaefer & Magnuson, 2014). Although 
many of the cross-sectional studies used undergraduate samples, there are no known controlled 
trials in this group. IE has the potential to address the limitations of existing prevention 
programs. For instance, IE appears more culturally sensitive because it emphasizes body 
acceptance rather than focusing on specific body ideals (Tribole & Resch, 2012). Additionally, 
IE’s focus on eating according to hunger and satiety cues, rather than relying on external, rigid 
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guidelines, could be a sustainable strategy for treating and preventing the spectrum of DEBs 
(Tribole & Resch, 2012).  
Emerging adulthood is a critical intervention point because long-term health behaviors 
are generally established during this period (Nelson et al., 2008). However, dietary quality often 
declines, physical activity decreases, and DEBs are prevalent during the transition to adulthood 
(Mulye et al., 2009). College campuses are ideal settings for implementing interventions, but 
novel and efficient modalities are needed as counseling and health centers lack the resources to 
meet high student need (Lipson et al., 2017). The purpose of this study is to evaluate the 
feasibility, acceptability, and preliminary efficacy of an IE intervention delivered via two 
potentially viable modes, group sessions and GSH, to reduce DEBs in young adult women (aged 
18-25). In the current trial, 71 women were recruited and randomized to either a group 
intervention (developed from the IE workbook) or GSH (using the IE workbook). Participants 
completed an assessment battery at pre-test, post-test (8 weeks), and follow-up (16 weeks). This 
study had three aims: 
Aim 1: To determine the feasibility and acceptability of an 8-week IE intervention delivered via 
group and GSH.  
H1:  Both treatment modalities would be deemed feasible as evidenced by participant 
(>75% session attendance, >80% retention), and leader (weekly fidelity surveys) metrics. 
H2: Both approaches would be acceptable to participants, as measured by aggregate 
positive weekly post-session satisfaction surveys and exit questionnaires. Specifically, we 
expected that quantitative items would average ≥ 4.0 (i.e., average rating between agree 
to strongly agree), and would be supported by qualitative responses. 
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Aim 2: To evaluate the preliminary efficacy of each condition (group and GSH) on reduction of 
DEBs (primary outcome) and body dissatisfaction, and improvements in IE, body appreciation, 
and satisfaction with life, and weight-bias internalization (secondary outcomes).  
H1: Participants in both arms would demonstrate significant reductions in DEBs (as 
measured by the EDDS and EDE-Q) and body dissatisfaction (EDE-Q) and 
improvements in intuitive eating (IES-2), body appreciation (BAS-2), satisfaction with 
life (SWLS), and weight-bias internalization (WBIS-M) from 0 to 8 weeks (post-test) and 
16 weeks (follow-up). 
Aim 3: To identify potential moderators (i.e., baseline ED severity, IE, weight bias 
internalization, satisfaction with life, and attendance) of intervention effects. These analyses are 
purely exploratory, with the purpose of informing the design of a future, fully-powered RCT.   
Effective intervention to address DEBs in high-risk college-aged women could decrease 
current eating pathology and teach adaptive eating attitudes and behaviors, thus helping to 
prevent chronicity of DEBs and progression to full threshold EDs. This pilot provides essential 
data on the acceptability and potential utility of a novel IE treatment approach in this 
understudied population. Results can inform a fully powered efficacy trial designed to reduce 
DEBs, and prevent DEB chronicity and progression to full-threshold EDs in young adult women 
through accessible, affordable, and effective modalities.  
Method 
Recruitment and Participants 
Recruitment occurred through IRB-approved advertisements distributed to the Virginia 
Commonwealth University (VCU) student email listserv (i.e., the TelegRAM), the psychology 
undergraduate advising listserv, televisions in the student commons (i.e., AxisTV), the Wellness 
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Resource Center (the Well) social media, and flyers posted around campus and distributed to 
student organizations (e.g., the VCU Office of Multicultural Student Affairs) and new student 
orientation. Additionally, the PI attended several undergraduate psychology courses and gave a 
brief five-minute presentation on the study. Recruitment materials (see Appendix J) were 
developed with the aim of appealing to women with diverse racial and ethnic identities, body 
sizes, and body image and eating concerns. The study was advertised as an opportunity for 
college women interested in improving their relationships with food and their bodies. 
Inclusion criteria included women ages 18-25 years endorsing sub-threshold DEBs as 
measured on the Eating Disorder Diagnostic Screener (EDDS; Stice, Telch, & Rizvi, 2000). 
Individuals were excluded if they identified their gender as non-female, were <18 or >25 years 
of age, did not endorse any body image or eating concerns, currently met criteria for AN, BN, or 
endorsed >4 episodes of self-induced vomiting, or laxative or diuretic misuse, as this would 
warrant a higher level of care. All excluded individuals were provided with local ED treatment 
resources. 
See Table 1 for participants’ characteristics. A total of 71 women ages 18 to 25 enrolled 
at VCU completed baseline measures and were randomized into the study. The sample was 20.08 
years on average (SD=1.99). Women were asked to indicate their racial identity in an open-ended 
format; 39.4% (n=28) identified as White, 22.5% (n=16) as Black, 19.7% as Asian (n=14), 9.9% 
as Latina (n=7), and 7.0% (n=5) as multiracial. One woman did not identify either her racial or 
ethnic identity. Of women identifying as Asian or multiracial, four identified as Filipino, four as 
Indian, four as Middle Eastern, one as South East Asian, one as Korean American, and one as 
Chinese. Of women identifying as Black, four identified as African; two Latina women 
identified as Puerto Rican, one as Dominican, and one as Cuban American. Two women who 
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identified as White described their identity as European. The student body at VCU consists of 
~24,000 undergraduates; 57% female, 51% White, 18% Black/African American, 13% Asian, 
8% Latinx, 5% multiracial, and 5% “Other” (Virginia Commonwealth University, 2017). Thus, it 
appears that efforts to recruit a diverse sample were successful, as the sample displayed greater 
diversity than the general VCU population.  
Mental health and diagnostic history. Close to half (41.2%; n=28) of enrolled 
participants indicated they had received some type of mental health service within the prior year. 
Of these, 24 women received outpatient individual therapy, 14 saw a psychiatrist, one attended a 
partial hospitalization program, one an intensive outpatient program, and one an inpatient 
program. 
 Only 14.1% (n=10) of randomized participants indicated they had ever received treatment 
for body image, eating, or weight-related concerns. Only 9.9% (n=7) had ever received an ED 
diagnosis from a professional. Four had a prior diagnosis of AN, three of BN, one of BED, and 
three of ED-NOS/OSFED.  
Table 1 
Enrolled Participant Characteristics by Condition and Overall 
 
Group 
(n=40) 
GSH 
(n=31) 
Overall 
(N=71) 
Age 20.20 (1.83) 20.00 (2.21) 20.11 (1.99) 
Race/ethnicity  
Asian 15.0% (6) 12.9% (4) 14.1% (10) 
Black 25.0% (10) 25.8% (8) 25.4% (18) 
Latinx 12.5% (5) 9.7% (3) 11.3% (8) 
Native American 2.5% (1) 3.2% (1) 2.8% (2) 
South Asian 7.5% (3) 9.7% (3) 8.5% (6) 
White 45.0% (18) 45.2% (14) 45.1% (32) 
Other 5.0% (2) -- 2.8% (2) 
Year in school    
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First 22.5% (9) 36.7% (11) 28.6% (20) 
Second 27.5% (11) 23.3% (7) 25.7% (18) 
Third 17.5% (7) 16.7% (5) 17.1% (12) 
Fourth 17.5% (7) 10.0% (3) 14.3% (10) 
Graduate 15.0% (6) 13.3% (4) 14.3% (10) 
Received mental health 
services in prior year 
39.5% (15) 40.0% (12) 39.7% (27) 
Ever received 
treatment for body 
image/eating concerns 
18.4% (7) 10.0% (3) 14.7% (10) 
Ever received ED 
diagnosis 
10.8% (4) 10.0% (3) 10.4% (7) 
Note. Age is presented as M(SD). Categorical variables presented as % (n). Women were asked 
to choose all racial and ethnic groups that applied. 
Fitness and calorie tracking. Almost half the sample (45.7%; n=32) reported using a 
fitness tracker at baseline. Of these, almost half (46.9%; n=15) reported using it daily or multiple 
times a day. Fewer women (33.8%; n=24) reported using a calorie tracker. Of those, 33.3% 
(n=8) reported using it daily or multiple times a day.  
Procedure 
The host institution granted ethics approval (IRB# HM20012263) prior to recruitment 
and data collection. Interested individuals were directed to REDCap (Harris et al., 2009), an 
online survey system, to provide consent to screen. After consenting, participants completed 
screening measures.  
Recruitment occurred in two waves, during fall 2018 and spring 2019. Individuals who 
were eligible after the first wave began were placed on a waiting list for the second wave and 
asked to re-screen approximately three weeks prior to the projected start date. Approximately 
two weeks prior to the projected start date, invitations were emailed through REDCap to all 
eligible women to complete baseline measures. Automated survey reminders were sent every 
two days prior to randomization. After randomization, groups and phone calls were scheduled 
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according to leader and participant availability (as indicated in the demographics survey). 
Approximately one week prior to the projected start date, women received their assignment and 
schedule information through email. During that week, participants in the GSH condition picked 
up their workbooks and were asked to read the first chapter prior to their first phone call. 
Participants indicated their preferred format to receive session reminders (i.e., email or 
text message) when completing baseline measures. All enrolled participants received a reminder 
approximately 24 hours prior to each session.  
All participants also received emails from REDCap with a link to complete post-test 
surveys the day following the last session, and follow-up surveys eight weeks later. They were 
asked to complete surveys within one week, and received automated reminders every two days. 
Participants received Amazon e-gift cards for survey completion, with $5 for pre-test, $10 for 
post-test, and $15 for follow-up.  
Group. Each group was led by two counseling psychology graduate students. One group 
met in the Wellness Resource Center; all others met in classrooms in VCU psychology buildings. 
Groups occurred on the same day and time weekly for eight weeks and lasted approximately an 
hour-and-a-half. All groups were audiotaped for fidelity. At the end of each session, group 
leaders handed out paper-and-pen satisfaction surveys (Appendix K) and left the room so 
participants could fill them out privately. After the last session, participants also completed 
paper-and-pen exit questionnaires privately (Appendix L). Each week, undergraduate research 
assistants transferred audio to a secure network server and entered the satisfaction survey and 
exit questionnaire data (session 8 only) in REDCap. Surveys were filed in a locked filing cabinet 
in a locked office in the PI’s laboratory space. 
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Leaders received weekly emails with a link to complete feasibility surveys via REDCap 
at the end of each session. After the final session, they also received a link to complete the group 
leader exit questionnaire. 
Participants who missed any group sessions received an email the day after their absence, 
which included a session overview and session handouts. Additionally, they were asked to arrive 
15 minutes early to the next session to review the previous session’s content with group leaders. 
GSH. Each participant was matched to a “coach” based on overlapping availability. Most 
coaches had more than one participant in their caseload at a time, thus phone calls were 
scheduled in 30-minute back-to-back blocks whenever possible. Participants picked up their 
workbooks the week before their first phone calls and were asked to read the first chapter. Phone 
calls occurred on the same day/time for eight weeks and lasted approximately 20 minutes. 
Coaches completed a brief REDCap survey about each call, indicating whether the phone call 
occurred, the start and end times, how prepared they felt to answer questions, any other 
challenges encountered, and whether they emailed the satisfaction survey link immediately 
following the phone call. Uberconference, a secure, encrypted conferencing service, was used to 
call and record audio for fidelity. Session recordings were immediately downloaded, transferred 
to a secure network server, and deleted from Uberconference.  
Coaches sent each participant an email immediately following the attempted or 
completed call, with a reminder of the chapter(s) assigned for the following week, and a 
REDCap link to complete the weekly satisfaction survey (Appendix M). Participants were 
encouraged to fill out the satisfaction survey even if they did not attend the phone call. 
Rescheduling was generally discouraged. Coaches had the choice of whether to 
reschedule phone calls when requested by the participants, according to their schedules. 
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Participants were informed their slot was reserved for them, and other availability was not 
guaranteed. 
Measures 
Demographic questionnaire. At pre-test, participants reported their age, year in school, 
sex, race/ethnicity, mental health utilization and diagnostic history, and calorie/fitness tracker 
usage. 
Body Appreciation Scale-2 (BAS-2; Tylka & Wood-Barcalow, 2015). The BAS-2 is a 
10-item measure of positive body image. Specifically, it assesses body appreciation, which 
reflects acceptance of and favorable opinions and respect towards one’s body and a rejection of 
the narrow beauty ideals promoted through mass media. The BAS-2 contains 10 items rated on a 
5-point scale ranging from 1 = never to 5 = always. Items are averaged to derive the overall 
score, with higher values reflecting more body appreciation. This measure yields internally 
consistent scores in college women ( = .94-.97; Tylka, Calogero, & Daníelsdóttir, 2015; Tylka 
& Wood-Barcalow, 2015) and predicts unique variance in IE and ED symptoms (Tylka & 
Wood-Barcalow, 2015). In this study, average Cronbach’s alpha was .95. 
Eating Disorder Diagnostic Scale (EDDS; Stice et al., 2004; Stice, Telch, et al., 2000). 
The EDDS is a brief self-report measure that screens for the presence of subthreshold or 
threshold levels of ED symptoms. It also yields a symptom composite score, to be used as a 
primary outcome measure. This study used the revised version of this measure which contains 23 
items assessing weight/shape concerns, binge eating, and compensatory behaviors according to 
DSM-5 criteria. The EDDS yields internally consistent scores in young adult samples (.89) and is 
sensitive to intervention effects (Stice et al., 2004). The scoring criteria provided by the authors 
were followed to screen for subthreshold EDs. Average Cronbach’s alpha was .86. 
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Eating Disorder Examination Questionnaire with Instruction (EDE-Q-I; Fairburn & 
Beglin, 2008). The EDE-Q-I is a 41-item self-report version of the Eating Disorder Examination. 
It includes written instructions with descriptions and examples of binge eating. The questionnaire 
measures frequency of disordered eating cognitions and behaviors experienced in the previous 28 
days. Item responses range from 1 = no days to 7 = every day. The EDE-Q-I generates four 
subscale scores (restraint [R], shape concern [SC], weight concern [WC], and eating concern 
[EC]), which represent the average response on each subscale, and a global score, which 
represents the average response across the four subscales. However, multiple factor analyses 
suggest a three-factor solution better fits the data, with 8 items from the shape concern and 
weight concerns forming a single body dissatisfaction (BD) factor (Barnes, Prescott, & Muncer, 
2012; Peterson et al., 2007; Tobin, Lacroix, & von Ranson, 2019). The BD, R, and EC subscales, 
and global score were used in the current study. Scores  4 are considered clinically significant 
(Luce et al., 2008; Mond, Hay, Rodgers, Owen, & Beumont, 2004). Frequency of objective and 
subjective loss-of-control eating episodes and frequency of compensatory behaviors (i.e., 
vomiting, laxatives, diuretics, excessive exercise, and fasting) in the last 28 days are also 
measured. Consistent with the DSM-5, loss-of-control eating and purging behaviors occurring at 
least once a week (i.e.,  4 occurrences in the last 28 days) are considered indicative of eating 
pathology (American Psychiatric Association, 2013). The EDE-Q-I has established norms in 
undergraduate women and yields internally consistent scores ( = .78-.95; Luce et al., 2008; L. 
M. Schaefer & Thompson, 2014). In this study, average Cronbach’s alphas across time-points 
were .92 (BD), .81 (R), .83 (EC), .95 (global score).  
Functionality Appreciation Scale (FAS; Alleva et al., 2017). The FAS is a 7-item scale 
that measures appreciation for the functionality of one’s body. Questions are anchored on a 5-
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point scale ranging from 1 = strongly disagree to 5 = strongly agree. Higher scores, representing 
the average item response, reflect greater levels of functionality appreciation. This measure 
yields internally consistent scores in samples of women (.87-.89) and is positively associated 
with psychological well-being and IE (Alleva et al., 2017). Moreover, the scale validation 
demonstrated that the FAS captures a distinct construct from body appreciation or low levels of 
appreciation-focused attitudes. The average Cronbach’s alpha in the current study was .91.  
Intuitive Eating Scale-2 (IES-2; Tylka & Kroon Van Diest, 2013). The IES-2 is a self-
report measure with 23 items rated on a 5-point scale, from 1 = strongly disagree to 5 = strongly 
agree. The IES-2 has four subscales: Unconditional Permission to Eat (UPC), Eating for 
Physical Rather Than Emotional Reasons (EPR), Reliance on Hunger and Satiety Cues (RHSC), 
and Body-Food Choice Congruence (BFCC). The total and subscale scores represent the average 
response on each subscale and overall, respectively. Higher scores reflect higher IE levels. The 
IES-2 is internally consistent in college women (.87-.88; Alleva, Tylka, & Kroon Van Diest, 
2017; Tylka & Kroon Van Diest, 2013). Moreover, it predicts well-being above and beyond the 
absence of eating pathology, demonstrating its incremental validity (Tylka & Kroon Van Diest, 
2013). Average Cronbach’s alphas were: .78 (UPC), .93 (EPR), .87 (RHSC), .87 (BFCC), and 
.90 (total score).  
Modified Weight Bias Internalization Scale (WBIS-M; Pearl & Puhl, 2014). The 
WBIS-M is a modified version of the Weight Bias Internalization Scale that was adapted for use 
with individuals across the weight spectrum. The WBIS-M measures the degree to which 
individuals apply weight-based stereotypes to themselves and use them to guide their weight 
self-evaluations. The scale has 11 items, rated on a 7-point scale from 1 = Strongly Disagree to 7 
= Strongly Agree. Higher scores reflect higher levels of weight bias internalization. The WBIS-
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M was associated with body esteem, self-esteem, depression and anxiety symptoms, and binge 
behaviors above and beyond BMI and anti-fat attitudes, demonstrating its discriminant and 
construct validity (Pearl & Puhl, 2014). The scale also manifested good internal consistency in a 
sample of adults across the BMI spectrum ( = .94; Pearl & Puhl, 2014), and in the current study 
(average Cronbach’s alpha = .92).  
Satisfaction with Life Scale (SWLS; Diener, Emmons, Larsen, & Griffin, 1985). The 
SWLS is a 5-item scale that assesses global life satisfaction. Items are rated on a 7-point scale 
ranging from 1= Strongly Disagree to 7 = Strongly Agree. Scores, calculated by summing all 
item responses, range from 5 to 35 with higher scores reflecting more life satisfaction. The 
SWLS has strong test-retest reliability and correlates moderately with other measures of 
subjective well-being, displaying good convergent validity. Moreover, it uniquely captures life 
satisfaction, but does not tap related constructs such as positive affect, reflecting its construct 
validity (Diener et al., 1985). The SWLS has strong internal consistency with college women 
(.94; Tylka & Kroon Van Diest, 2013), and in the current study, average  = .92. 
Recruitment and retention feasibility. Detailed records of the number of individuals 
who expressed interest, screened, were eligible, scheduled pre-test, completed pre-test, and 
attended sessions/calls were kept. Reasons for attrition were recorded when possible. When 
participants were unable to be reached, they were considered lost to follow-up. Recruitment 
sources were tracked to determine the most fruitful strategies.  
Acceptability and feasibility. Acceptability and feasibility were assessed through 
anonymous session satisfaction surveys and exit questionnaires. Survey completion was tracked 
to inform feasibility. Group participants had privacy at the end of each session to complete 
paper-and-pen satisfaction surveys and the exit questionnaire. GSH participants received a 
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REDCap link via email immediately following their scheduled phone call (regardless of 
attendance) to complete the satisfaction survey, and an email to complete the exit questionnaire 
the day after the last phone call.  
 Group satisfaction surveys (Appendix K) consisted of six ordinal questions rated on a 
three-point scale that assessed perceptions of how helpful the topics and homework were, how 
easy the information was to understand, the overall enjoyment of the session, and comfort with 
group members and leaders. Space was provided to elaborate on the most and least helpful parts 
of the session and reasons for comfort/discomfort with group members and leaders. The GSH 
satisfaction survey (Appendix M) largely mirrored the group survey, but also assessed 
perceptions of the amount of content covered, time spent in self-study, and reasons for not 
attending the phone call, if applicable.   
The group exit questionnaire (Appendix L) consisted of 22 ordinal and 10 open-ended 
questions that assessed opinions of intervention length and frequency, enjoyment, relevancy, 
comfort, growth in specific IE contexts, and group leaders. The GSH exit questionnaire 
(Appendix N) was similar, but also assessed average time spent in self-study, proportion of time 
reading was completed before the phone call, and barriers encountered to completing the 
material. Both exit questionnaires asked if participants would recommend the program to other 
women, and solicited suggestions for future programs.  
Leaders’ Perceptions of Feasibility. Leaders in both conditions completed weekly 
surveys electronically through REDCap on: 1) topic appropriateness; 2) perceived participant 
response; and 3) suggestions for improvement. Leaders of the group sessions also noted 
feasibility of covering the session’s material in the allotted time. Those in the GSH condition 
recorded length of calls and missed sessions, and noted comfort with answering questions and 
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any challenges encountered. Surveys were completed immediately following the sessions/calls. 
Completion was tracked to inform feasibility. 
Leaders also completed online exit questionnaires that closely mirrored the participant 
version. The purpose was to assess global leader feasibility and acceptability. Specifically, 
questions probed overall leader satisfaction, opinions on the length and number of sessions, 
sufficiency of content, areas of strength and areas for improvement, and perceived participant 
benefit and satisfaction. 
Fidelity. Fidelity checklists for each condition were created. In group, the checklist 
assessed whether the leaders covered the material for the session in the time allotted. In GSH, the 
checklist assessed if the leader: 1) provided a brief chapter overview at the beginning of the call; 
2) checked in on how the previous week went (excluding session 1); 3) asked about the most 
helpful exercises in the chapter(s) that week; 4) asked about the least helpful exercises; 5) 
assigned the chapter(s) for the next week (excluding session 8); 6) reminded participants of the 
satisfaction survey at the end of the call; and, 7) discussed maintenance of progress in session 8. 
For both conditions, additional qualitative ratings tracked whether interventionists were 
perceived as warm, knowledgeable, and validating.  
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Intervention Overview 
Table 2. Content of IE Group Intervention 
Session IE Principle(s) Content 
1 Reject the Diet Mentality 
Introduction; Harms of dieting/weight-cycling; Cultivating self-
compassion; Costs of dieting 
2 Honor Your Hunger 
Reasons for signing up; Overview of hunger; Body cue awareness; 
Self-care and attunement disrupters; Getting to know biological 
hunger; Distinguishing between thoughts and hunger cues 
3 
Make Peace with Food/ 
Challenge the Food Police 
Overview of make peace with food; Habituation; Overview of 
challenge the food police 
4 
Feel Your Fullness/ 
Discover the Satisfaction Factor 
Overview of feel your fullness; How can I tell if I’m full? Discovering 
the staying power of food; Discovering the satisfaction factor 
5 
Cope with Your Feelings Without 
Using Food 
It might not be your emotions (self-care); Emotional reasons for 
eating; Healing emotional eating; Prevention 
6 Respect Your Body 
You can’t fool mother nature; Ways to show your body respect; Stop 
body bashing; Negative body talk; Body appreciation 
7 Exercise: Feel the Difference 
Identifying pleasurable activities; Benefits and barriers to exercise; 
Mindful exercise; Exercising too much 
8 
Honor Your Health:  
Gentle Nutrition 
Body-food choice congruence; Play foods; Are you ready to consider 
nutrition in your food choices? Progress; Benefits of group; Future 
planning 
 All leaders were graduate students in the clinical or counseling psychology doctoral programs. 
All group leaders (n=4) had prior experience leading group interventions and all GSH leaders 
(n=5) had at least one year of clinical experience. One leader participated in both conditions. 
Five of the eight leaders elected to participate in IE counselor certification training that included 
attending teleseminars and group supervision sessions with IE creator Evelyn Tribole, and 
engaging in self-study. All leaders participated in three, hour-long IE training sessions during the 
summer of 2018. These sessions included in-depth overview of the IE principles, as well as an 
overview of the leader manuals and weekly procedures specific to each condition.  
Both conditions followed the content of the IE workbook, which was developed for use 
in both group and individual clinical settings, and as a self-help guide (Tribole & Resch, 2017). 
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The research design was developed based on prior body image interventions that successfully 
used workbooks to examine the effectiveness of group and GSH interventions (Cash & Lavallee, 
1997; Grant & Cash, 1995). The IE workbook focuses on cultivating attunement to bodily 
sensations and fostering self-compassion to improve physical and mental health. See Table 2 for 
content overview. Because of concerns about attrition, and to be consistent with the length of the 
semester, IE’s ten principles were collapsed into eight sessions. The principles “make peace with 
food” and “challenge the food police” were combined into one session as their content is closely 
related. Similarly, the principles of “feel your fullness” and “discover the satisfaction factor” 
were collapsed into one session.  
The group leader manual was adapted from the IE workbook content. Each principle in 
the workbook contains several exercises that are easily translated to interactive group activities, 
which facilitate attitudinal and behavior change more than traditional didactic approaches (Stice 
et al., 2007). See Table 3 for an overview of specific adaptations made, including exercises 
converted to group activities and those assigned as homework. Three workbook activities were 
omitted from the group. Two of these omitted activities were from chapter five (i.e., getting in 
touch with fullness cues), including a non-dominant hand eating experiment designed to slow 
down eating and drinking a glass of water quickly to simulate the feeling of fullness. Although it 
is possible these activities would have benefitted group members who engaged in distracted or 
binge eating, we did not want to provide women who engaged in restriction or fasting with 
methods to eat less or simulate fullness. Additionally, we omitted the exercise from chapter nine 
(i.e., exercise) that encourages individuals to reduce how often they sit. Almost half of 
participants (45.7%) reported using fitness trackers at baseline, which is associated with 
compulsive exercise and eating psychopathology, particularly among those with heightened 
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weight/shape concerns (Plateau, Bone, Lanning, & Meyer, 2018; Simpson & Mazzeo, 2017a). 
Thus, we did not want to encourage women at heightened risk for compulsive exercise to 
monitor their time spent sitting or number of steps.  
Table 3 
 
Overview of Content Changes for Group Intervention 
Session Changes 
1 Hidden Tools of Dieting/Inventory of Dieting added as homework activities 
2 
Reduced number of self-care and attunement disrupter goals to 1 each for each 
person, rather than 1 in each category; Mind-Body Cue worksheet handed out at 
end, but not discussed in group 
3 Streamlined cognitive reframing exercises into one group role play for time 
4 
Skipped left-hand eating experiment and water drinking activity. Passed “Learning 
to Say No” as handout, but not discussed in group 
5 
Provided brief reminder of self-care, but did not repeat activity; Reframed language 
of emotional eating to be inclusive of spectrum of behaviors 
6 
Negative Body Talk converted to a group role play; Did not use positive body image 
measure as it is a measure in the current study 
7 
Did not discuss content on trying to sit less or general exercise frequency/duration 
recommendations  
8 
Did not discuss authentic health or food wisdom due to time and repetitive nature of 
content 
Content from chapters three and four (session 3) and five and six (session 4) was 
streamlined to fit within one group session. For instance, chapter four contains lengthy cognitive 
reframing exercises. These exercises were converted into a role play in which participants shared 
typical distorted beliefs about food and collaborated to reframe. Exercises from these chapters 
not covered in group due to time constraints were provided as handouts, such as an activity on 
learning to say no to food when no longer hungry. 
We attempted to keep content as consistent as possible between the group and GSH 
conditions. Thus, coaches encouraged GSH participants to skip the three activities omitted from 
group. Additionally, to keep the amount of content manageable, GSH participants were 
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encouraged to focus on material most salient to them during the weeks two chapters were 
assigned and return to the other material later. Thus, although we could not ensure all 
participants focused on the same material, they all had access to the same material. 
Fidelity monitoring. Group sessions and GSH phone calls were audiotaped to monitor 
fidelity, and 25% (i.e., 2 per group or GSH participant) of sessions were randomly selected for 
review using a random number generator. Fidelity raters were undergraduate research assistants; 
all participated in two training sessions where they were oriented to IE and fidelity rating 
procedures. Additionally, all had access to the leader manuals and the IE workbook. These raters 
listened to audio and completed a fidelity checklist to assess adherence to intervention content 
and leader competence; 25% of rated sessions were randomly selected and rated to ensure 
reliability of fidelity ratings.  
During the intervention, supervision occurred weekly with Dr. Mazzeo and the PI. The PI 
listened to all group audio and at least 50% of the GSH sessions. Supervision consisted of 
discussing the upcoming session, practicing group role plays, and reviewing any issues that arose 
in sessions. Group and GSH supervision occurred together for the first cohort, as the weekly 
content did not differ, and participant issues were similar across conditions. However, 
supervision was held separately for the second cohort due to changes in leader availability.  
Data Analysis 
Participants completed assessments through REDCap (Harris et al., 2009). To minimize 
missing data, all ordinal items required a response in REDCap, but included the option Prefer 
not to answer. De-identified data were exported to SPSS 25.0 (IBM Corp, 2017) for cleaning, 
screening, and calculation of descriptive statistics. Data were screened for normality and outliers; 
missing data patterns were analyzed. Assumptions of planned analyses were checked, and 
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descriptive statistics were calculated both by condition and overall at each time-point. Data were 
then transferred to the open-source R project statistical software (R Core Team, 2013) for 
analyses.  
Chi-square analyses (for categorical variables) and independent samples t-tests (for 
continuous variables) examined differences between conditions on demographic variables (e.g., 
age, year in school) and baseline severity (e.g., EDDS symptom composite). These analyses were 
repeated to examine baseline differences between: 1) treatment completers and non-completers, 
by condition and overall, and 2) individuals who never attended a group session and those who 
attended at least one. 
Power analysis. Power to detect various effect sizes was explored using G*Power 
software (Faul, Erdfelder, Buchner, & Lang, 2009). To detect large, medium, and small effect 
sizes on DEBs (EDDS), each condition would be required to have 12, 28 and 163 participants, 
respectively. Thus, a priori power analyses suggested the study was powered to detect medium-
sized effects. We were under-powered (<80%) to detect interaction effects. Thus, those analyses 
are presented as exploratory. In general, the goals of testing were to examine if results were in 
the predicted direction to provide preliminary data for a larger RCT, if the intervention 
demonstrates feasibility and acceptability.  
Analytic strategy: Aim 1. To assess feasibility, analyses evaluated the proportion of 
individuals who: 1) screened and were eligible; 2) were eligible but did not complete pre-test; 
and 3) completed pre-test but did not enroll, by condition. When available, reasons for attrition 
were recorded. Participants unable to be reached were categorized as lost-to-follow-up. 
Session and phone call attendance were recorded, and independent samples t-tests compared 
attendance and attrition between conditions. Feasibility of each condition was assessed via % 
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session attendance (>75%), attrition (<%80), satisfaction survey completion (>75%), and % 
material covered during time allotted (>75%). Acceptability was assessed by conducting 
analyses of the ordinal-level items on participant weekly satisfaction measures, leader weekly 
surveys, and participant and leader exit questionnaires. Conditions were deemed acceptable if 
aggregate ratings of participants and leaders on measures of perceived benefit and satisfaction 
were positive (i.e., average ratings were equivalent to a rating of agree or strongly agree [≥4.0]). 
Open-ended responses on participant exit questionnaires in both conditions were 
analyzed through inductive content analysis (Elo & Kyngäs, 2008; Johnson & Lamontagne, 
1993). Separate analyses were conducted by condition. The PI and another researcher with 
qualitative experience separately read responses to each question, took notes, and created 
preliminary lists of categories for each question. The researchers met to compare lists and came 
to a consensus on coding categories. The PI created a codebook and each researcher then coded 
responses independently. The PI compared results, calculated agreement, and the researchers met 
to discuss and resolve discrepancies. During these meetings, some sub-categories were collapsed 
into broader categories (e.g., body awareness and body trust) due to substantial overlap. Original 
agreement values after the first round of coding were: κ = .90 (GSH participant exit 
questionnaire) and .93 (group participant exit questionnaire). Researchers resolved all 
discrepancies. 
Due to the small sample of leaders (4 in group and 5 in GSH), formal qualitative analyses 
of leader weekly surveys and exit questionnaires were not conducted. Instead, direct quotations 
were used to enrich and clarify the quantitative results.  
 Analytic strategy: Aim 2. To assess preliminary efficacy of continuous outcomes, linear 
mixed models (LMMs), wherein scores on the DV are clustered within a single participant over 
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time, were conducted. These models are considered superior to repeated measures analysis of 
variance (RM-ANOVA) because they do not require independence of observations or sphericity, 
assumptions often violated in longitudinal clinical trials (Gueorguieva & Krystal, 2004; Quené & 
van den Bergh, 2004). This results in increased power and reduced Type I error rates. Moreover, 
whereas RM-ANOVA requires complete data, rarely achieved in a clinical trial, LMMs use all 
available data to estimate parameters via maximum likelihood estimation (Gueorguieva & 
Krystal, 2004; Quené & van den Bergh, 2004). Evidence from longitudinal clinical trials with 
missing data suggests that LMMs minimize Type I error rates relative to common missing data 
approaches, such as last, worst, and best observation carried forward (Hrishikesh & Gu, 2009). 
Although we applied an intent-to-treat approach, we were unable to retain participants 
who dropped for post and follow-up assessments. Accordingly, the trial had instances of missing 
data, rendering RM-ANOVA inappropriate for analyses. As noted, research suggests that LMMs 
using maximum likelihood estimation methods to account for missing data are more powerful 
than traditional imputation methods for longitudinal clinical trials with missing data (Hrishikesh 
& Gu, 2009). However, baseline observation carried forward (BOCF) is a conservative approach 
often used in clinical trials, and is sometimes required by regulatory agencies, to protect against 
biased parameter estimates (Little et al., 2012; Shao, Jordan, & Pritchett, 2009). Thus, within-
group analyses are presented in three ways: first, with BOCF for any participant with missing 
data at post-test and/or follow-up, resulting in a complete dataset. Second, analyses are presented 
without imputation, where all available data were used to estimate parameters using maximum 
likelihood estimation. Third, changes over time were modeled for individuals who completed 
both pre-test and post-test (i.e., treatment completers).   
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The lmerTest package in R was used to conduct LMMs. Models were run separately by 
condition to examine within-group effects over time. Time was entered as a fixed effect (i.e., 
stable across participants) and participant ID was entered as a random effect, which accounted 
for the inherent variability in the sample. Intraclass correlation coefficients (ICC[1]) were 
calculated to ensure there was sufficient clustering within individuals (i.e., scores on the DV are 
correlated within participants) to proceed with hierarchical modeling. Simulation research 
suggests any non-zero ICC(1) is sufficient evidence to proceed (Bliese, 2000).  
Although LMMs can accommodate time as a continuous variable, we chose to run 
models with time as a categorical variable, as assessments were evenly spaced at 0, 8, and 16 
weeks. Conducting LMMs with time as a categorical variable facilitates examination of changes 
in the DV from pre-test to post-test and pre-test to follow-up. This renders post-hoc analyses 
such as paired-samples t-tests unnecessary, reducing the number of comparisons and chance of 
family-wise error. Cohen’s d, a standardized measure of group differences, is presented as the 
effect size estimate (Cohen, 1969). Additional r2 is presented, which represents the proportion of 
variance in the DV accounted for by the IV. 
Changes in frequency of binge, LOC eating, and driven exercise episodes over time were 
modeled with Poisson regression using the MASS package for R. Traditional regression methods 
are inappropriate for count data, which are often positively skewed (Beaujean & Morgan, 2016; 
Kleiber, Zeileis, & Jackman, 2008). Purging behaviors were so infrequently endorsed in the 
sample that regression models could not be fit. Rate ratios (RRs) are presented as effect size 
estimates, and represent the proportion increase or decrease in the DV for every one-unit 
increase in the IV. Values >1 indicate a positive association between the IV and DV, with higher 
values indicating stronger positive effects. Conversely, values <1 indicate a negative association, 
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and lower values represent stronger negative effects. For instance, in this trial, RR=-.50 would 
indicate the DV is .50 times smaller at post- than pre-test (Coxe, West, & Aiken, 2009).  
Finally, exploratory analyses examined potential time by condition effects for treatment 
completers (i.e., differences in outcomes between group and GSH participants). Two models 
were conducted: 1) a null model with time as a fixed effect and participant ID as a random effect, 
and 2) a model with a time by condition interaction entered as a fixed effect and participant ID as 
a random effect. Models were then compared using a likelihood-ratio test, with a p<.05 
indicating the second model better fit the data, suggesting significant differences over time 
between groups. Effect sizes were calculated for fixed effects. For count outcomes, Poisson 
regression was used, rather than LMM, with a time by condition interaction term.  
The primary hypothesis was that women in both arms would manifest reductions in 
DEBs (EDDS, EDE-Q-I,; Cash & Lavallee, 1997; Grant & Cash, 1995; Stice et al., 2008; Stice, 
Rohde, Shaw, et al., 2013). The secondary hypothesis was that women in both arms would 
demonstrate improvements in overall IE (IES-2 total score), body appreciation (BAS-2), weight-
bias internalization (WBI-M), and life satisfaction (SWLS), and decreases in body dissatisfaction 
(EDE-Q BD subscale) and restraint (EDE-Q R subscale).  
Analytic strategy: Aim 3. Potential moderators of intervention effects (i.e., baseline ED 
severity, IE, and weight bias internalization, and attendance) were investigated. To examine if 
baseline ED severity, IE, or weight bias internalization were associated with the magnitude of 
change in DEBs (i.e., EDDS total and EDE-Q global scores) or IE (i.e., IES-2 total score) from 
pre-test to follow-up, bivariate correlations were calculated. Additionally, LMMs assessed 
whether attendance (i.e., number of sessions attended) moderated the change in DEBs over time, 
by condition and overall. Finally, IE change was examined as a potential mediator of DEB 
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change in the overall sample using the lavaan package in R to calculate total, direct, and indirect 
effects. Parameters were estimated using 5000 bias-corrected bootstrapped samples. This 
approach is intended to generate hypotheses to be examined in a larger RCT, if warranted. Due 
to the small sample size, these were examined individually without correction for multiple 
comparisons. Although use of this approach could generate false positives, these are simply 
exploratory hypotheses to be examined more closely in subsequent projects.   
Results 
Feasibility of Recruitment 
 Recruitment methods. Interested individuals (N=139) identified all methods through 
which they learned about the study, which included: the daily campus student email (45.3%, 
n=63), flyers posted around campus (18.0%; n=25), presentations to psychology classes (15.8%; 
n=20), social media (10.8%, n=15), AxisTV (7.2%; n=10), word of mouth (2.9%; n=4), tables 
advertising the study in the Student Commons (2.9%; n=4), an announcement sent to the 
psychology undergraduate advising listserv (1.4%; n=2), a new student orientation activity 
(0.7%; n=1) and clinicaltrials.gov (0.7%; n=1).  
Of those who were randomized, the most successful recruitment sources were: the daily 
campus student email (41.8%; n=33), flyers (20.3%; n=16), presentations to psychology classes 
(19.0%; n=15), and social media (10.1%; n=8). However, tables advertising the study within the 
student commons, a new student orientation activity, AxisTV, and word of mouth also yielded 
enrolled participants. 
Screening. See Figure 1 for a CONSORT chart of study flow. There were 88 instances of 
completed consent forms without demographic or EDDS-5 data. Because the consent form did 
not ask for identifying data, it is unclear if these individuals were no longer interested, or 
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submitted another survey response later. Fourteen women indicated consent and completed the 
demographics measure, but not the EDDS-5. Although these women received a reminder through 
REDCap to complete the EDDS-5 if they were still interested, they did not respond.   
Sixteen women completed the screening measures twice. Five women were ineligible for 
the first cohort due to ED severity, but were eligible for the second cohort due to a decrease in 
symptoms below AN/BN threshold. Four of these women ultimately enrolled in the study. One 
was lost to follow-up. Eleven other women were eligible, but completed screening measures 
after the first cohort began. These women were placed on a waitlist, invited to complete the 
screening measures again for the second cohort, and were still eligible. Eight of these women 
enrolled. 
Forty-two individuals were ineligible for the intervention; as noted above, five were 
ineligible for the first cohort, but eligible for the second. Exclusion reasons included: age > 25 
(n=6), male (n=1), diagnoses of AN (n=7) and BN (n=18), not-otherwise-specified (NOS) ED 
severity (n=6), no body image or eating concerns endorsed (n=1), and not being enrolled at the 
host institution (n=1). Women were excluded if they reported a current diagnosis of AN or BN, 
or endorsed symptomatology consistent with these diagnoses on the EDDS-5. An additional six 
women were excluded due to severity of ED symptoms, including >4 episodes of self-induced 
vomiting or laxative use in the last 28 days, or a combination of purging behaviors and high 
frequency of fasting (>15). Although their symptoms did not meet DSM-5 criteria for AN or BN, 
they suggested elevated pathology that could be medically compromising and warrant a higher 
level-of-care. All women excluded on the basis of ED diagnosis or severity were provided a list 
of local providers (i.e., doctors, dietitians, therapists, and treatment centers) specializing in ED 
treatment.  
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For both cohorts, approximately three weeks prior to the intervention start date, all 
eligible women (N=102)1 received an invitation via REDCap to complete baseline measures 
within one week. REDCap emailed automated reminders every two days; 31 eligible women did 
not complete baseline due to loss to follow-up (n=27), scheduling conflicts (n=7), or no longer 
being interested (n=1). 
Randomization 
 For the first cohort, we aimed to recruit half the sample (n=30), and randomize equally 
between conditions; 29 women completed BL measures and were randomized. To randomize, we 
listed participant IDs in ascending order in one column. We used random.org’s list randomizer 
feature to randomize a list of group assignments (15 group and 15 GSH). Although there were 
only 29 eligible participants, we did not want to bias randomization towards either condition, so 
allowed the list function to randomize which condition would have one fewer participant. 
Random.org placed the assignments in random order and the randomized list was then pasted 
into the column next to the ascending participant IDs. Each participant was given the 
corresponding assignment. Fifteen women were randomized to group and 14 to GSH. 
For the second cohort, we aimed to recruit 22 to group and 17 to GSH to meet the overall 
recruitment target (N=60). Given differential attrition from the group condition in the first 
cohort, we over-recruited and over-randomized to group to account for potential attrition and 
balance enrollment. Thus, we randomized 25 to group and 17 to GSH. Again, we generated a list 
of 25 group and 17 GSH assignments and randomized the order of the list using random.org’s 
list randomizer function. This list was then aligned next to the ascending participant IDs to 
determine participant condition. Women received their assignment and scheduling information 
 
1Five of these women were ineligible for the first cohort, but eligible for the second. 
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via email one week prior to the study start. Independent-samples t-tests found no significant 
differences between conditions on race/ethnicity, age, or any of the baseline measures, providing 
confidence in randomization success. 
Attendance and Attrition  
Of those eligible (N=102), 69.61% (n=71) completed baseline measures. Twelve women 
randomized to group (30%) never attended a session. Two women dropped after one group 
session; one sought a higher level-of-care and another stated she did not have body image 
concerns and thus perceived the group was not a good fit. One attended the first two sessions, but 
was lost to follow-up. Repeated attempts to reach her were unsuccessful. Of the original 40 
randomized to group, 25 (62.5%) completed the program and post-test measures, and 24 
completed follow-up measures. Of those attending at least one session, 89.29% (n=25 of 28) 
were retained and completed the program.
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Figure 1. CONSORT chart of participant flow through the study.  
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 There was no immediate attrition from the GSH condition. However, three women 
dropped after one session. One reported that this intervention was not a good fit for her because 
she was interested in weight loss treatment, and two were lost to follow-up. Multiple attempts to 
reach them were unsuccessful. One other participant dropped after four sessions, and was also 
lost to follow-up. Of the 31 randomized to GSH, 26 (83.87%) completed the program, post-test, 
and follow-up measures. See Table 4 and Figure 2 for an overview of attendance.  
Table 4 
Weekly Attendance by Condition 
 
 
 
 
 
 
 
 
 
 
Note. Table demonstrates the number of participants attending each session (by condition), 
followed by the percentage attended of those randomized, and those still enrolled in the study at 
each session. 
 
Session 
# 
Group GSH 
Attended 
% of 
Randomized 
% of 
Enrolled 
Attended 
% of 
Randomized 
% of 
Enrolled 
1 26 65% 93% 31 100% 100% 
2 18 45% 69% 26 84% 96% 
3 22 55% 88% 25 81% 93% 
4 20 50% 80% 21 68% 78% 
5 15 38% 60% 26 84% 100% 
6 17 43% 68% 24 77% 92% 
7 17 43% 68% 24 77% 92% 
8 21 53% 84% 26 84% 100% 
M 20 49% 76% 25 82% 94% 
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Figure 2. Attendance by condition with lines representing the number of participants still 
enrolled at each session. 
Overall, attendance was significantly higher in GSH. Specifically, the percentage of 
randomized participants attending each session was significantly higher in GSH (M=81.87%) 
than group (M=49.00%), t(14) = -7.415, p < .001. Similarly, the percentage of enrolled 
participants (i.e., those who had not dropped) attending each session was higher in the GSH 
condition (M=93.88%) than group (M=76.25%), t(14) = -3.627, p = .003. Randomized group 
participants attended 4.73 sessions on average (SD=2.64) and treatment completers 6.08 
(SD=1.12). On average, randomized GSH participants attended 7.14 phone calls (SD=2.34) and 
treatment completers 7.50 (SD=.65). 
We proposed that >75% session attendance would support the condition’s feasibility, and 
attendance in the GSH condition exceeded this benchmark in both scenarios. In group, although 
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the percent attended of those randomized failed to meet this threshold, the percentage of 
participants enrolled did meet this criteria.  
In the cohort that occurred during the fall semester, group numbers were small due to 
differential attrition. Attendance was particularly variable in the morning group, which had four 
enrolled members after session 1. None of these four group members attended the week session 6 
(i.e., body image) was originally scheduled. Due to the importance of body image in college-
aged women (Fitzsimmons-Craft et al., 2014), session 6 was rescheduled for the following week. 
However, the postponement of session 6 would have resulted in session 8 occurring during the 
week of Thanksgiving. Given this timing and the small group size, sessions 7 and 8 were 
combined and two of the four members attended.  
Acceptability 
 Acceptability was assessed through quantitative and qualitative analyses of weekly 
satisfaction surveys and exit questionnaires. Results are presented by condition. 
 Session satisfaction. Each week participants filled out anonymous surveys about their 
satisfaction with the session or phone call. Group participants completed surveys at the end of 
the session; thus all attending participants completed them. All participants in the GSH condition 
received an email link to the online survey at the end of their phone call, or at the time of their 
phone call if the session was missed. The survey asked those missing the phone call to indicate 
how much of the workbook they completed that week, and identify any barriers to completion of 
the exercises and/or phone call. Although all GSH participants were reminded and encouraged to 
complete these surveys weekly, given their anonymous nature, compliance could not be ensured. 
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Figure 3. Group satisfaction survey quantitative responses by session. 
 Group. See Figure 3 for an overview of quantitative results. Bar charts display the 
proportion of participants still enrolled at each session who responded with each option, by 
session. Generally, each session was highly acceptable to participants. No participants rated any 
session topics as unhelpful. The proportion of participants rating the topics very helpful ranged 
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from 76-100% (M=91%). In sessions 5 and 7, all participants reported the topics were helpful; 
only one rated the topics as somewhat helpful in sessions 6 and 8. 
Most participants (ranging from 71% in session 3 to 95% in session 8; M=86%) thought 
the information was very easy to understand. Only one participant perceived that the information 
was not at all easy to understand, which occurred in session 6 (body respect and acceptance). 
Participants also found the homework helpful, with 65-100% (M=84%) rating it as very 
helpful. Only one participant rated the exercises as unhelpful, in session 4. Week four homework 
included a habituation exercise to decrease the novelty of feared foods, and an exercise for 
participants to reflect on and reframe their personal and family food rules.  
Overall, participants enjoyed the sessions. No participants rated any session as not at all 
enjoyable. Most (ranging from 76-100%; M=90%) rated that they very much enjoyed the 
sessions.  
Table 5 displays an overview of qualitative responses. Participants were provided space 
to detail the most and least helpful parts of the session. Regarding the most helpful, many 
responses reiterated those about comfort with group members and leaders. Thus, only 
information specific to each session topic is presented in Table 4. Regarding the least helpful part 
of session, participants most commonly indicated that everything was helpful or nothing was 
unhelpful (n=93). 
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Table 5 
 
Group Participant Satisfaction Survey Qualitative Responses 
Q1 – Most helpful part of session n Q2 – Least helpful part of the session? n 
S2: Self-care 11 Nothing/N/A 93 
S2: Hunger cues 4 Mentioned specific material as not relevant 7 
S3: Habituation 5 Shyness 4 
S3: Cognitive reframing 5 Focus on restriction more than bingeing 2 
S3: Food rules/norms 3 Wanted more time/explanation of particular topic 2 
S4: Distracted eating 8 
Q3 – What makes you comfortable/ uncomfortable 
with group members? 
n 
S4: Fullness (barriers and contributors) 5 Shared experience 46 
S4: Sensory considerations 2 Open/accepting 41 
S5: Self-soothing activities 5 Nice 21 
S5: Emotional eating/coping strategies 3 Felt comfortable 10 
S6: Body negativity 7 Supportive 8 
S6: Body acceptance/respect/functionality 4 Shyness 7 
S6: Role plays 2 Liked small group 3 
S7: Discovering physical activities you enjoy 5 Liked feedback 3 
S7: Mindful movement 4 
Q4 – What makes you comfortable/uncomfortable 
with group leaders? 
n 
S8: Progress  3 Open 29 
S8: Preparation 2 Encouraging/supportive/helpful 23 
S8: Gentle nutrition 2 Friendly 22 
S8: Impact of group 2 Caring/empathetic/understanding 19 
  Relatable/genuine 18 
  Active listening skills 9 
  Leaders sharing personal experiences 9 
  Validating/normalizing 6 
  Respectful 5 
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Group members generally felt comfortable with each other, and this appeared to improve 
after session 3. In sessions 1-3, 44-71% of group members felt very comfortable with other 
members. This range increased to 82-95% in sessions 4-8. Only one participant, in session 1, 
reported that she was not at all comfortable with other group members. This participant indicated 
she was shy. Qualitative responses supported these ratings, revealing an overwhelmingly positive 
response to comfort with group members. The most common theme was shared experience 
(n=46). This encompassed connecting with others with similar concerns and experiences and 
feeling validated. Participants also repeatedly referenced the open and accepting environment 
(n=41), in which they did not feel judged. Twenty-one times, participants referenced that group 
members were nice, kind, or friendly. Participants also reported feeling comfortable with and 
supported by other group members. 
Ratings of group leaders were also overwhelmingly positive, and increased after the first 
three sessions. In sessions 1-3, 60%, 89%, and 90% of women felt very comfortable with the 
group leaders, respectively. After session 3, 95-100% reported feeling very comfortable. No 
participant reported that she was not at all comfortable with the group leaders. Qualitative 
responses corroborated the quantitative ratings. Participants overwhelmingly praised the group 
leaders, describing them as open, encouraging, friendly, caring, relatable, validating, and 
respectful. Additionally, participants appreciated their active listening skills, and enjoyed when 
group leaders shared their personal experiences.  
GSH. See Figure 4 for survey completion by session. The percentage of enrolled 
participants who completed satisfaction surveys by session ranged from 59% (session 4) to 94% 
(session 1; M=74%). Thus, the mean satisfaction survey completion was just below the proposed 
threshold for feasibility (75%). It is possible that session 4 response was low given that session 4 
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occurred the week before spring break for the second cohort. Only 47% of those enrolled in the 
second cohort completed the session 4 survey. Excluding session 4, mean survey completion was 
76%. 
 
Figure 4. Frequency of GSH session satisfaction survey completion by session. 
Participants who missed a session were asked what barriers prevented the phone call 
from occurring. Barriers included: time (n=5), did not complete the chapter(s) (n=2), forgot 
about the call (n=4), and other (n=5). Other responses included personal matters (n=2), trouble 
with reception (n=1), school work (n=1), and other scheduling problems (n=1). No participants 
identified lack of motivation or not feeling comfortable with their coach as a barrier. 
See Table 6 for an overview of reported time spent in self-study per week. On average, 
participants reported spending 80.95 minutes (SD=65.84) with the workbook per week. 
However, as evidenced by the large SDs, this varied greatly between participants. The most 
common responses were 30 (n=11), 45 (n=16), 60 (n=38), 90 (n=17), and 120 minutes (n=12). 
Only 41.7% of participants reported spending >60, 21.2% >90, 12.8% >120, and only 5.8% >180 
minutes. As expected, participants reported spending the most time during weeks three and four, 
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when two chapters were assigned for the week. Notably, participants spent the fewest minutes 
during the first two weeks of the program. This suggests engagement increased throughout the 
program. 
Table 6 
Amount of Time (in Minutes) Spent in Self-Study Each Week 
Session N M SD Min Max 
1 29 64.93 51.25 3 250 
2 23 67.39 42.58 0 180 
3 18 91.67 50.87 0 180 
4 14 134.64 130.55 45 420 
5 17 78.82 48.27 15 190 
6 20 74.50 46.19 25 200 
7 17 84.71 75.74 30 300 
8 18 77.22 63.16 20 300 
Overall 156 80.95 65.84 0 420 
 
See Figure 5 for an overview of quantitative results. Generally, participants perceived the 
amount of content was just enough (M=84%). In weeks three and four, when participants were 
assigned two chapters, 72% and 31%, respectively, thought the amount was just enough and 28% 
and 69% perceived it was too much. This suggests that the first week participants were assigned 
two chapters, the amount seemed manageable to most, but by the next week, it became 
overwhelming. It is important to note that week four fell before spring break for the second 
cohort, placing these weeks around midterms for many students. Otherwise, there were only two 
instances of participants reporting it was not enough content, one in week one and one in week 
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six (body image). Outside of weeks three and four, 88-100% of participants perceived the 
content was just enough. 
 
 
Figure 5. GSH session satisfaction survey quantitative results, by session. 
There was only one participant who reported the chapter was not at all helpful in week 
one. Otherwise, participants reported the chapters were somewhat or very helpful. The most 
acceptable chapters were chapter two (i.e., hunger), chapters three and four (i.e., make peace 
with food and challenge food rules), and chapter eight (body image), with 87%, 89%, and 86% 
of participants, respectively, rating these chapters as very helpful. Chapters five and six (i.e., 
fullness and satisfaction) and nine (i.e., exercise) had lower proportions of very helpful ratings 
(44% and 53%) respectively, relative to the other content. 
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On average, 88% of participants indicated they enjoyed their phone call very much 
(M=88%; range 69% in week one to 100% in week eight), and no respondents indicated they did 
not enjoy it at all. Most reported feeling very comfortable with their coach (M= 90%; ranging 
from 77% in week two to 100% in weeks four and seven). There was only one instance of a 
participant reporting she did not feel comfortable at all, in week two. This participant provided 
qualitative feedback that the reception was poor and she could not hear her coach at all. 
See Table 7 for an overview of qualitative responses. Participants had the option to 
provide qualitative responses on the most and least helpful part of phone calls. Participants most 
commonly cited that processing the content and its personal applicability with their coaches 
(n=33) was the most beneficial. In particular, many mentioned that coaches helped them make 
connections with the material. Others reflected that these connections became a starting point for 
goal-setting, such as one who noted the most helpful part was, “Discussing some reasons I might 
be exercise-averse and thinking of ways to combat that.” Indeed, guidance, goal-setting, and 
reviewing progress were commonly mentioned as helpful. Participants were complimentary of 
the coaches, and cited them as the most helpful part of calls 31 times. Coaches were referred to 
as reassuring, encouraging, comforting, enthusiastic, and knowledgeable. Several times, 
participants mentioned it was helpful when their coaches helped them individualize the content. 
Participants rarely identified least helpful aspects of the phone calls. There were five instances 
when participants expressed a desire for more time with their coach, or a wish to go deeper into 
issues. Twice participants cited telephone issues (e.g., calls dropping). 
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Table 7 
GSH Participation Satisfaction Survey Qualitative Responses 
Q1 – Most helpful part of call n 
Q3 – What makes you comfortable/ 
uncomfortable with coach? 
n 
Processing 33 Nice/kind 18 
Coach 31 Listens well/attentive 13 
Guidance 19 Positive/enthusiastic 13 
Validation/encouragement/reassurance 19 Understanding/empathetic 12 
Goal-setting 16 Non-judgmental/open/creates safe space 9 
Individualization 8 Validation/praise 8 
Guided questions 7 Easy to talk to/personable 8 
Recap of chapter 7 Relatable 5 
Relatable/sharing of experiences 6 Supportive 3 
Review of progress 5   
Q2 – Least helpful part of call  
 
 
Left blank 73   
Nothing 64   
Wanted more time/information 5   
Call issues 2   
 
There was only one instance when a participant reported being not at all comfortable 
with her coach, in week two. Otherwise, 77% (session 2) to 100% (sessions 4 and 7) of 
participants reported feeling very comfortable with their coaches during the calls. The most 
common qualitative response was that coaches were kind (n=18). Participants appreciated that 
their coaches listened well and were attentive (n=13), were positive and enthusiastic about the 
material (n=13), understanding and empathetic (n=12), and non-judgmental (n=9). 
Finally, the satisfaction survey provided space for any other participant notes or 
comments. Most of these comments reflected appreciation for and benefit from the program. In 
week three one noted, “Every session I become more aware of how I eat, the way I eat, and why 
I eat the way I do.” In week six, another mentioned, “Eating is becoming a much less stressful of 
an experience.” In the last week, six women provided positive feedback for the program. Some 
comments included, “I loved being part of this program and I gained so much from it” and “I’m 
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so glad I did this!” Another participant left a lengthier comment detailing how the program 
helped her realize her issues with food and body image were deeper than she originally realized. 
She described the progress she made, and concluded, “Thank you for saving my life.”  
Exit questionnaires. Participants in both conditions completed an exit questionnaire 
after the last session. Group participants (n=19; 76.0%) completed a hard copy of the 
questionnaire immediately following the last session; six (24.0%) who either did not attend the 
last session or who left early did not complete the questionnaire (though attempts were made to 
collect the data electronically). Immediately following their last phone call, GSH participants 
received a link to complete the questionnaire from REDCap with automated reminders every 
three days. Three of the 26 participants (11.5%) still enrolled at the last session did not complete 
the questionnaire despite these reminders.  
 Group. Group participants generally thought the number and frequency of sessions were 
just right (both 84.2%; n=16), though three (15.8%) perceived there were too few sessions and 
three (15.8%) thought sessions were too frequent. No participants thought there were too many 
sessions or that sessions were not frequent enough. A slight majority (57.89%; n=11) thought the 
length of the sessions (1.5 hours) was just right, but eight (42.11%) thought they were too long. 
No participants perceived them as too short. 
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 The group condition appeared highly acceptable (see Table 8 for frequencies). All ordinal 
responses averaged >4.0 (M=4.55, SD=.12), with the majority of ratings agree or strongly agree. 
For instance, 68.4% (n=13) strongly agreed that they enjoyed attending the group, and 26.3% 
(n=5) agreed. No participants disagreed, and one rated the question neutral. The majority of 
participants agreed they were comfortable with other group members, felt the support of group 
members was a valuable part of the program, felt comfortable sharing in group, and believed the 
IE approach is a legitimate way to improve body image and eating habits. Additionally, most 
agreed they were a more intuitive eater and were more aware of their hunger and satiety cues 
because of the group. One participant disagreed with items asking if the group helped them be 
more flexible with food, have fewer food rules, cope with emotions, accept their body, and feel 
less guilty or ashamed due to the group. Four additional participants were neutral about whether 
the group improved their body acceptance. The majority (range: 73.7-84.2%) rated these items 
positively. Feedback about the group leaders was overwhelmingly positive; almost all 
participants (89.5%) strongly agreed they were comfortable with the group leaders, and that 
group leaders were knowledgeable (84.2%), supportive (84.2%), and created an inclusive 
atmosphere (89.5%). All participants would recommend the program to other women, and 73.7% 
(n=14) strongly agreed. 
A summary of responses to open-ended questions is presented in Table 9. Any response 
that occurred only once and did not fit into an existing category was coded as miscellaneous.  
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Table 8 
 
Group Exit Questionnaire Quantitative Results 
 Frequency (n) 
 
Strongly 
Disagree 
Disagree Neutral Agree 
Strongly 
Agree 
I enjoyed attending the group.  -- -- 5.3% (1) 26.3% (5) 68.4% (13) 
The session topics were relevant to my 
concerns about eating and body image.  
-- -- 10.5% (2) 10.5% (2) 78.9% (15) 
I felt comfortable with other group 
members. 
-- -- 5.3% (1) 10.5% (2) 84.2% (16) 
The support of other group members was 
a valuable part of the program. 
-- -- 5.3% (1) 15.8% (3) 78.9% (15) 
I felt comfortable to share in group. -- -- 10.5% (2) 26.3% (5) 63.2% (12) 
I believe the intuitive eating approach is 
a legitimate way to improve eating habits 
and body image.  
-- -- 15.8% (3) 15.8% (3) 68.4% (13) 
I am a more intuitive eater because of 
this group. 
-- -- 15.8% (3) 21.1% (4) 63.2% (12) 
I am more aware of my hunger and 
satiety signals because of this group. 
-- -- 21.1% (4) 26.3% (5) 52.6% (10) 
This group has helped me be more 
flexible with food. 
-- 5.3% (1) 10.5% (2) 31.6% (6) 52.6% (10) 
I have fewer food rules as a result of this 
group. 
-- 5.3% (1) 10.5% (2) 31.6% (6) 52.6% (10) 
This group has helped me find ways to 
cope with my emotions without using 
food.  
-- 5.3% (1) 10.5% (2) 26.3% (5) 57.9% (11) 
This group has helped me accept my 
body more. 
-- 5.3% (1) 21.1% (4) 26.3% (5) 47.4% (9) 
I no longer feel as guilty or ashamed 
about eating or my body because of this 
group. 
-- 5.3% (1) 15.8% (3) 47.4% (9) 31.6% (6) 
I felt comfortable with the group leaders. -- -- 5.3% (1) 5.3% (1) 89.5% (17) 
Group leaders were knowledgeable. -- -- 5.3% (1) 5.3% (1) 84.2% (16) 
Group leaders were supportive. -- -- 5.3% (1) 10.5% (2) 84.2% (16) 
Group leaders created an inclusive 
atmosphere. 
-- -- 10.5% (2) -- 89.5% (17) 
I would recommend this group to other 
women. 
-- -- -- 26.3% (5) 73.7% (14) 
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Table 9 
 
Group Exit Questionnaire Qualitative Responses to Open-Ended Questions 
Q1: How did you feel about attending 
the group sessions?  
Frequency Q6.  What did you think about the length and 
number of sessions? 
Frequency 
Enjoyable (general) 
Liked group setting 
9 
5 
Positive (general) 
Sessions too long 
9 
5 
Improved over time 
Comfortable 
4 
2 
Good # of sessions 
Wanted more sessions 
3 
3 
Motivating 
Miscellaneous 
2 
4 
Good length 
Miscellaneous 
2 
3 
Q2:  What did you think of the topics 
covered? 
 Q7.  What is the most important thing you 
learned from this group? 
 
Important/relevant 10 Awareness and trust of body cues 7 
Helpful/useful 
Miscellaneous (positive) 
7 
3 
Self-compassion/self-care  
Flexibility (food) 
5 
4 
Miscellaneous (negative) 2 Flexibility (general) 2 
Left blank 1 Miscellaneous 5 
Q3:  What parts of the group were most 
helpful? 
 Q8.  What has been the hardest part of being 
in this group? 
 
Group discussions 
Food-specific content 
Group setting 
Exercises, handouts, homework 
Miscellaneous 
6 
5 
4 
3 
8 
Changing perspective/challenging oneself 
Sharing/opening up  
Attendance 
N/A 
Miscellaneous 
7 
6 
2 
1 
3 
Q4:  What parts of the group were least 
helpful? 
 Q9. Has this program impacted your life in 
any way? If so, how? 
 
Nothing/N/A 
Specific sections 
7 
2 
Affirmative 
Changed perspective 
19 
8 
Too many worksheets/paper 2 Increased self-awareness 2 
Miscellaneous 6 Increased confidence 2 
Left blank 2 Shared with others in life 2 
  Miscellaneous 4 
Q5.  What other topics do you wish were 
in the program? 
 Q10. Do you have any other suggestions for 
future groups like this one? 
 
Don’t know/N/A 9 None/N/A 5 
Body image-related 2 Other suggestions 10 
Miscellaneous 6 Left blank 2 
Left blank 1   
 
Feelings about sessions. Nine women responded that the sessions were enjoyable. For 
instance, women described the sessions as “enjoyable and relaxing,” “fun,” and “amazing.” One 
women reported that it “felt like time flew.” Another said, “I was usually tired by the time group 
sessions came around, but attending always made me feel better.” Five women specifically 
referenced enjoying the validating nature of the group setting. For instance, one said it, “felt nice 
to share my problems and feel validated.” Similarly, another said, “I felt better and less alone in 
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my eating/appearance struggles.” Interestingly, four women mentioned they enjoyed the sessions 
more over time. One said, “At first it felt like a chore. Then I enjoyed coming.” Another 
reported, “At first, it was intimidating to open up to strangers. But over the course of the 8 
weeks, it became fun.” Two women reported the sessions were comfortable, and two reported 
they were motivating. Miscellaneous responses included one women who reported she, “liked 
the info,” but did not “like being in a group.” Another reported she was, “nervous sometimes.” 
Finally, another reported she “learnt a lot of info and will definitely continue to use it in my life.” 
 Topics covered. Ten women thought the topics were important and/or relevant. Some 
specifically mentioned the topics were relevant to them personally, such as one who said, “It hit 
every aspect that has contributed to my poor habits.” One woman reported some of the topics 
were things she had, “never considered but still struggled with.” Seven women reported the 
topics were helpful and/or useful. Three women had miscellaneous, positive comments, 
including: “Well-organized and good flow,” “they were awesome,” and “enjoyed most…not all 
were immediately applicable (like restricting).” Two women had miscellaneous negative 
comments that included: “overwhelming amount of info with limited time frame” and “I think 
the topics covered were important, but could have been explained in a more clear and concise 
way.” 
 Most helpful aspects of group. Six women referenced the group discussions as the most 
helpful part of group, such as, “talking to others in the group,” and, “the discussions because it 
allowed us to connect.” Four women referenced other aspects of the group setting, including: 
“the openness” and “learning that everyone’s different.” Five women mentioned food-specific 
content that included, “talking about food rules,” “getting rid of negative associations with food,” 
“info about binge-eating/fullness/emotional eating,” “developing methods to stop overeating but 
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also not worry about calorie intake,” and “mindful eating.” Three women pointed to exercises, 
handouts, or homework provided in sessions, such as one woman who said, “the homework 
assignments…helped me understand how to work it out in the real world.” Miscellaneous 
responses included body image and mindfulness content, “figuring out ways to break bad 
habits,” and learning about specific triggers. One woman said, “everything was equally helpful.” 
 Least helpful aspects of group. Seven women indicated that there was nothing unhelpful 
about group. Two cited specific topics. One perceived that scientific information presented about 
the starvation mode and increased risk of weight gain, “felt fear-mongering and anxiety-
inducing…played off fear of getting fat.” Two mentioned there were too many worksheets. 
Some of the miscellaneous responses included staying on a topic too long, “some worksheets,” 
and one woman reported “sometimes sharing.” 
 Other topics. There was little consensus on other topics that should be included in the 
program. Seven women replied with a variation of “N/A” and three responded they did not 
know. Two women wanted more body image-related information, such as one who said, “maybe 
a topic about being comfortable in your body-dressing yourself for success?” Some of the 
miscellaneous responses included more information on social media, education on EDs and how 
to know if you have one, and food anxiety and waste. 
 Program length. Nine women responded that the number of sessions and length of the 
program was generally “perfect,” “good,” or “just right.” Five women reported the 1.5 hour 
sessions were too long, with two specifically mentioning they got “antsy” or lost interest after 45 
minutes. Three reported the number of sessions was good and two liked the 8-week length of the 
program. However, three wanted more sessions. One woman liked frequency, but another 
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thought the group “met too frequently.” She recommended combining the group and GSH 
conditions such that one occurred every other week. 
 Most important thing learned. Responses varied widely. However, seven women 
mentioned increased awareness of and/or trust in body cues, such as one who said, “learning how 
to listen to my body” and another who said, “trust body cues and cravings and functions.” Five 
cited aspects of self-compassion and self-care, like women who said, “being more forgiving to 
myself” and “be kind to myself.” Four mentioned increased food flexibility, such as a reduced 
adherence to rigid rules. For instance one said, “it’s OK to eat whenever I want” and another 
reported, “that I should be comfortable with eating everything.” Two pointed to more general 
flexibility not specific to hunger/satiety cues or food. For instance, one said, “to be more aware 
and less rigid thinking.”  
 Hardest part of group. Seven women reported was that it was challenging to change 
one’s perspective or behaviors. Examples of the hardest parts of group included: “letting go of 
food rules,” “not being distracted while eating,” and “challenging my self-critical views.” Six 
women reported that it was challenging to share or open up in the group setting, though some 
recognized the benefit such as one who said, “opening up, but I needed it.” Two cited that 
attendance was challenging. Miscellaneous responses included “keep[ing] up with all activities 
and handouts” and “feeling accepted.”  
 Program impact. All 19 women indicated the program impacted their life. Eight reported 
it changed their perspective, with responses like, “[it] changed my view of eating without food 
rules,” “I am less judgmental,” “I definitely have healthier attitudes about health and eating,” “I 
have learned how to eat and nourish myself without feeling bad about it,” and “realized food =/ 
enemy.” Two women reported they are more self-aware, two mentioned they had shared the 
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information with close others (“I’ve talked to my mom/dad, boyfriend, roommate, etc., about 
it”), and two reported they felt increased confidence (“allowed me to be more confident”).  
 Suggestions for future groups. There was no discernible pattern to suggestions for future 
groups. Five women had no suggestions; two left the question blank. Some ideas were: more 
details about binge eating, less homework, more homework, more sessions, leaders being more 
directive when participants exhibit unhealthy thought processes, larger group sizes, and 
combining online and in-person sessions. Another reported, “Keep doing what y’all doing and 
telling these girls that food and physical activity aren’t always gonna be a girl’s worst enemy.” 
GSH. Most participants reported the number (87%; n=20), frequency, (95.7%; n=22), and 
length of phone calls (78.3%; n=18) were just right. Two (8.7%) though there were too few calls 
and one (4.3%) too many. Four (17.4%) though calls were too short, but one (4.3%) thought they 
were too long. Finally, no one thought calls were too frequent, but one (4.3%) felt they were not 
frequent enough. These quantitative ratings contrast somewhat with qualitative feedback, where 
five women (21.7%) indicated they desired more phone calls.  
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Table 10 
 
GSH Exit Questionnaire Quantitative Results 
 Frequency (n) 
 
Strongly 
Disagree 
Disagree Neutral Agree 
Strongly 
Agree 
I enjoyed completing the workbook 
on my own.  
-- 4.3% (1) 4.3% (1) 73.9% (17) 17.4% (4) 
I enjoyed the weekly phone calls.  -- -- 8.7% (2) 56.5% (13) 34.8% (8) 
The workbook topics were relevant to 
my concerns about eating and body 
image. 
-- -- 8.7% (2) 69.6% (16) 21.7% (5) 
I believe the intuitive eating approach 
is a legitimate way to improve eating 
habits and body image.  
-- -- 8.7% (2) 52.2% (12) 39.1% (9) 
I am a more intuitive eater because of 
this program. 
-- -- 17.4% (4) 47.8% (11) 34.8% (8) 
I am more aware of my hunger and 
satiety signals because of this 
program. 
-- -- 4.3% (1) 65.2% (15) 30.4% (7) 
This program has helped me be more 
flexible with food. 
-- -- 8.7% (2) 65.2% (15) 26.1% (6) 
I have fewer food rules as a result of 
this program. 
-- -- 17.4% (4) 52.2% (12) 30.4% (7) 
This program has helped me find 
ways to cope with my emotions 
without using food.  
-- 8.7% (2) 17.4% (4) 52.2% (12) 21.7% (5) 
This program has helped me accept 
my body more. 
-- 4.3% (1) 4.3% (1) 73.9% (17) 17.4% (4) 
I no longer feel as guilty or ashamed 
about eating or my body because of 
this program. 
-- 8.7% (2) 17.4% (4) 73.9% (17) -- 
I felt comfortable with my coach. -- -- 8.7% (2) 26.1% (6) 65.2% (15) 
I felt like my coach was 
knowledgeable. 
-- -- 4.3% (1) 39.1% (9) 56.5% (13) 
I felt like my coach was supportive. -- -- 4.3% (1) 30.4% (7) 65.2% (15) 
I would recommend this program to 
other women. 
-- -- -- 39.1% (9) 60.9% (14) 
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The GSH condition was similarly acceptable to participants (see Table 10), with the 
average ordinal response exceeding the proposed acceptability metric of ≥4.0 (M=4.22, SD=.41).  
Specifically, 21 of the 23 respondents agreed they enjoyed completing the workbook on their 
own and the participating in weekly phone calls. One was neutral and one disagreed that they 
enjoyed completing the workbook on their own; two were neutral on enjoying the phone calls. 
Buy-in to the IE approach was high, with 21/23 women perceiving it as a legitimate way to 
address body image and eating concerns; two women were neutral. Most (19/23) agreed they 
were a more intuitive eater because of their participation; 4/23 were neutral. All but one woman 
indicated she was more aware of hunger and satiety cues. Most (21/23) felt they were more 
flexible with food and had fewer food rules (19/23) as a result of the program, and the remainder 
were neutral on these topics. Two women disagreed with the statement that the program helped 
them cope with their emotions without using food and that the program helped them feel less 
guilty or ashamed; 4/23 were neutral, and 17/23 agreed the program did help these issues. 
Similar to group, feedback on the coaches was overwhelmingly positive, with 21/23 reporting 
feeling comfortable with their coach, and 22/23 reporting feeling their coach was knowledgeable 
and supportive. The remaining respondents were neutral, but none disagreed. Finally, all 
participants would recommend the program to other women. 
A summary of responses to the open-ended questions is presented in Table 11. Any 
response occurring only once and not fitting into an existing category was coded as 
miscellaneous. 
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Table 11 
 
GSH Exit Questionnaire Qualitative Responses to Open-Ended Questions 
Q1: How did you feel about completing 
the workbook on your own? 
Frequency Q6. What did you think about the length & 
number of calls? 
Frequency 
Useful/relevant 
Self-paced/manageable 
9 
8 
Good length 
Good # of sessions 
11 
8 
Good (general) 4 Want more sessions  5 
Not enough time 3 Positive (general) 4 
Miscellaneous 
Left blank 
3 
1 
Miscellaneous 
Left blank 
3 
5 
Q2: How did you feel about your weekly 
phone calls with your coach? 
 Q7. What is the most important thing you 
learned from this program? 
 
Enjoyable 12 Awareness/trust of body cues 10 
Helpful/informative 
Felt supported  
9 
8 
Self-compassion/acceptance/care 
Changed thought patterns 
7 
7 
Liked coach  7 Flexibility 2 
Helped reinforce material 
Miscellaneous 
Left blank 
4 
4 
1 
Patience 
Miscellaneous 
Left blank 
2 
1 
1 
Q3: What did you think of the topics 
covered? 
 Q8. What has been the hardest part of being 
in this program? 
 
Relevant 
Helpful/useful/informative 
Some not applicable 
9 
7 
7 
Fitting it in 
Confronting issues emotionally 
Changing habits 
9 
7 
5 
Appreciated spectrum 6 Miscellaneous 3 
Good (general) 5 Left blank 2 
Miscellaneous 
Left blank 
3 
2 
  
Q4: What parts of the program were 
most helpful? 
 Q9. Has this program impacted your life in 
any way? If so, how? 
 
Workbook content 
Phone calls 
10 
10 
Affirmative 
Changed perspective 
19 
7 
Miscellaneous 3 Self-confidence/acceptance/compassion 7 
Left blank 2 Changed habits 6 
  Awareness/trust of body cues 4 
  Improved relationship with food 
Improved coping/self-care 
4 
3 
  Miscellaneous 
Left blank 
2 
3 
Q5. What parts of the program were least 
helpful? 
 Q10. Do you have any other suggestions for 
future groups like this one? 
 
Nothing/N/A 7 None/N/A 6 
Fitting it in 6 Keep going/reach more people 3 
Specific sections 2 Lengthen program 2 
Non-applicable content 2 Increase accountability 2 
Miscellaneous 3 Combine group and GSH 2 
Left blank 4 Other suggestions 
Left blank 
3 
6 
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Feelings about self-study. Participants were asked how they felt about engaging in self-
study each week. Nine women indicated the self-study was useful and/or relevant. For instance, 
one participant said, “I really liked how helpful and relatable the material was. I felt like the 
information was very helpful to where I was.” Eight women voiced appreciation for the self-
paced nature of the condition. One participant noted, “I like that it was self-paced-I am very busy 
overall with work and school, so being able to complete the reading and exercises on my own 
time was really helpful for me.” Four women made a generally positive comment, such as, “I 
enjoyed doing them.” Three mentioned a lack of time, though only one described this as 
stressful, saying, “it added some stress because I already had a busy schedule.” Another said, “I 
was not inclined to do it because of my busy schedule. When I did though, I found that there was 
much to gain.” Another simply said, “Wish I had more time to devote to them.”  
Feelings about phone call. Participants were asked how they felt about the weekly phone 
calls. Twelve indicated they were enjoyable. Sample responses included, “I really enjoyed them, 
much more than I ever expected to,” “I really enjoyed having someone to speak with each week 
about the chapter and my goals,” and “they were a lot of fun.” Nine women mentioned the calls 
were helpful and/or informative, such as one who noted, “My phone calls with [my coach] were 
extremely instrumental in me getting the most from the lessons” and another who said, “They 
were useful in recognizing how my eating has influenced my week and how positive weeks have 
been influenced by food.” Eight mentioned the phone calls helped them feel supported. 
Responses ranged from, “The calls made me feel supported, while still allowing me some 
privacy and relative anonymity” and, “My coach was so supportive and encouraging and I loved 
how comfortable I felt talking to her.” Seven specifically complimented their coaches such as 
one who said, “My coach was wonderful.” Four women felt the calls reinforced the material they 
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learned through self-study. Some responses included, “The phone calls were great and by 
discussing the content, I was able to better understand how to implement it in my daily routine” 
and another who said the phone calls, “provided the support and better reinforced the material I 
was doing on my own.” Three women mentioned the calls were motivating in some way, with 
one woman calling them “inspiring” and another two mentioning the calls helped them stay 
accountable for completing the material each week. Miscellaneous responses included one 
participant reported the calls were “pretty awkward” because she found it, “hard to communicate 
over the phone.” Nevertheless, she reported, “my coach was very supportive and understood 
what I was saying most of the time.” One woman described the phone calls as, “comfortable,” 
and another said they were the, “perfect amount of time.” 
Topics covered. Nine women described the topics as relevant to themselves and/or others. 
For instance, one participant said, “I liked them, even though I couldn’t relate to all of them, I 
know they are all relevant and important,” and another reported, “the topics all found a way to be 
relevant to my life.” Seven indicated the topics were helpful and/or informative. One participant 
as surprised by how useful the material was, saying, “I feel like I got much more out of it than 
what I thought I was going to get. I think that every single topic that was covered was important 
and necessary.” Another noted, “I thought the majority of topics were extremely helpful and 
helped me improve my eating habits to a certain extent.” Some indicated not all of the topics 
were applicable to them; however, only one endorsed this as a potential barrier, saying, “The one 
downside is they were mostly [geared] towards those who overeat rather than those who under-
eat. Because of this, I felt like I had to do a workaround for a lot of the topics for them to relate 
to me.” Other responses were generally neutral, such as, “Most of them applied to be in one way 
or another, but some of them did not” and “some of the chapters really applied to me and some 
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didn’t really apply all that much.” However, seven women specifically mentioned appreciation 
for the range of topics. Examples included, “I like the diversity of topics” and “even though I 
couldn’t relate to all of them, I know they are all relevant and important and cover a broad thing 
so many women can identify with what matters/affects them.” Five made generally positive, but 
undefined comments, such as one who reported the topics were, “interesting.” Some 
miscellaneous responses included, “Some topics were easier than others, but my coach was 
really helpful in finding ways to cope and figure out what may cause it to be so tough” and 
another who noted she, “liked the order in which [the topics] were written and how each lesson 
built on the other.” 
Most helpful parts of program. Responses on the most helpful parts of the program 
generally fell into two broad categories: the workbook content and the phone calls themselves. 
Ten women highlighted aspects of the workbook content as most helpful. Seven women cited 
specific topics (e.g., “Rejecting the diet mentality, mindful eating, healthy eating, and body 
positivity”), whereas three referenced the content more generally; (e.g., “The activities within the 
chapters.”) Ten women identified the calls themselves as the most helpful part of the program. 
Five provided no further details, but others were more specific, such as, “Talking to the coach 
about how the lessons applied to my life that week” and “Talking to my coach was the absolute 
most helpful thing about this program. Being able to have someone to attentively listen to you 
and actively try to help you and support you in being better was something that I desperately 
needed.”  
Least helpful aspects of the program. Seven women indicated there was nothing 
unhelpful about the program. Four left the question blank. Six women cited trouble fitting it in, 
such as one who said, “I had a hard time completing the chapters each week, mostly because I 
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only allotted an hour per chapter. Maybe too much content? I wouldn’t remove anything, 
though…it’s all so good!” Another mentioned, “there was simply not enough time to thoroughly 
do them during the study” but she will, “definitely be trying them over the next month after the 
study.” Two women cited non-applicable content as least helpful (e.g., “the chapters that did not 
apply to my particular situation”). Two women mentioned specific sections that were least 
helpful, including, “the last section: healthy eating and the exercise section” and “sections with 
emotional eating, overeating.” Some miscellaneous responses included the tone not being 
targeted towards young adults and some of the topics being “redundant.” 
Other topics. Similar to the group exit questionnaire, there was little consensus on other 
topics that should be included in the program. Eight women reported none or N/A and five did 
not answer the question. Two women mentioned more attention to emotions, such as one who 
said, “I wish there was a chapter that explored more options for dealing with stress and 
emotions” and another who said, “more topics about anxiety possibly.” Other suggestions 
included guilt over food waste, dealing with concern over the weight of loved ones, more 
information related to under-eating, eating on campus with a low budget, more body positivity 
content, social media, and other “outside influences.” Another women noted, “I wish it was more 
geared towards eating disorders and recovery in full.” It is notable that some suggestions 
appeared in both the group and GSH conditions, including more content on social media, body 
image, food waste, budget eating, and information on EDs. 
Program length. Eleven women reported the call length (i.e., 20 minutes) was adequate 
(e.g., “I think the phone call length was good”). Seven of these eleven also thought the number 
of calls was appropriate (e.g., “8 weeks with a 20 minute phone call per week felt right to me”). 
In total, eight women approved of the number of sessions. Five requested more sessions (e.g., “I 
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almost wish the program was longer or that it tapered off into fewer calls for a few more months. 
I’ve made so much progress and I’m a little concerned that I will regress.”). Four made generally 
positive, but undefined comments (e.g., “I think it was appropriate”). One participant wished the 
calls were longer, “I think the phone calls could have been 30 minutes long because often times 
my conversations with my therapist were cut short.”  
 Most important thing learned. Ten women cited awareness of and/or trust in body 
signals as the most important learned. For example, “How to listen to my body with respect to 
hunger and fullness cues.” Seven women reported aspects of self-compassion and/or self-
acceptance as the most helpful, with responses like, “How to accept myself for who I am, 
unconditionally.” Seven indicated their thought patterns, perspectives, and/or insights had 
changed, such as one who realized, “a lot of my food issues stem from an unbalanced school, 
work, and social life” and another who said, “I learned not to believe everything the media tells 
me about what I should be eating…I also learned that food is not evil! No morality attached. So 
cool.” Two women mentioned flexibility, “The most important thing I learned was about eating 
flexibly and trying not to label foods as good or bad” and “not being so strict with food rules.” 
Two mentioned patience; one learned, “that recovery is a process. It takes time, but it will get 
better” while another learned, “how to take slow steps to confront my issues.”  
Hardest part of program. Nine women indicated that fitting the program into their 
schedules was the hardest part; (e.g., “Making time to complete the chapters, but it wasn’t 
overwhelming.”) The emotional impact of confronting food and/or body image issues was the 
hardest part cited by seven of the respondents. Some responses included, “How some activities 
emotionally affected me” and, “The hardest part was probably having to confront my feelings 
and emotions during this because I was so used to just pushing everything down.” Five women 
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reported that actually challenging habits or behaviors was the hardest part, such as one who said, 
“Implementing the principles into my everyday life” and another who reported, “it was hard to 
give up certain practices, like calorie counting, and to not feel guilty for doing so.”  
Program impact. Nineteen women indicated the program had impacted their lives in 
some way. Seven endorsed a change in mindset or perspective as a result of participation; (e.g., 
“This program has definitely re-framed my thought processes on eating and body image.”) Seven 
reported an increase in self-confidence, compassion, and/or body acceptance; (e.g., “since 
joining this study I have noticed that I’ve become less hard on myself when it comes to food and 
I have had more comfortable body days.”) Six specifically mentioned habits that had changed as 
a result of the program; (e.g., [I] am actually applying the lessons I’ve learned. For example, I 
never look at my phone while eating and the experience has become much more pleasurable.”)  
An increased awareness of and trust in body cues made an impact on four women; (e.g., “It’s 
made me be more aware of my hunger and body and self and to trust those instincts and desires 
and signals.”) Four women endorsed that their overall relationship with food was improved. 
Another three mentioned the program helped them learn more adaptive coping and self-care 
strategies; (e.g., “I am learning to find other coping mechanisms besides food for stress.”) One 
miscellaneous comment was that the program helped one participant realize she, “needs to seek 
professional help.” She noted, “I want to live life.”  
Suggestions for future programs. Responses varied widely. Six women responded with a 
variation of none or N/A. Two women suggested lengthening the program; (e.g., “the only thing 
I would change is the length of the program to 10 weeks instead of 8.”) Interestingly, two women 
thought measures to increase accountability should be implemented, including, “maybe put more 
accountability to the person to make sure they’ve done the reading and activities, not just the 
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phone calls” and, “maybe have a daily online login in order to ensure that the participants are 
completing the exercises for each chapter.” Two women suggested a hybrid condition; (e.g., “I 
think maybe a combination of personal work like with the workbook and meeting up, either in 
groups or in person with the coach.”) This recommendation was echoed by a group participant. 
Other suggestions included having the participant and coach meet in person at least once, trying 
to, “better balance material covered to better reach everyone involved in the program,” and, 
“provide even more scientific evidence on why diets are bogus.”   
Feasibility 
GSH-specific feasibility. The GSH exit questionnaire asked participants the average 
amount of time they spent reading the assigned material, the proportion of times they read the 
assigned material prior to the phone calls, and barriers to completing the material. 
 Twenty-three GSH participants (88.46%) completed the questionnaire. The average 
amount of time spent reading the workbook and completing the exercises (not including the 
phone call) varied widely, from 10 minutes (n=1) to 330 minutes (n=1); on average, women 
reported spending 77.05 minutes (SD=65.11). The most common response was 60 minutes. Only 
31.8% (n=7) of the 23 participants reported spending less than an hour, and 86.4% (n=20) 
reported spending 90 minutes or less.  
 Only two participants (8.7%) reported completing the exercises less than half of the time 
prior to the phone call. Five (21.7%) reported completing them about half the times, eight 
(34.8%) more than half the times, and eight every week (34.8%). Thus, over half of respondents 
(69.57%) completed the assigned chapter(s) more often than not. 
 The most common barrier to assignment completion, endorsed by 100% of the 
respondents, was being busy with school and work. Seven (30.4%) reported a lack of motivation, 
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three (13.0%) endorsed too many exercises for the week, one (4.3%) reported not understanding 
the content, and two (8.7%) cited issues that came up in their personal lives.   
  Group weekly feasibility. Group leaders received an email link to complete the 
feasibility survey immediately following each group session. There were two instances in the 
spring cohort when the group was led by one leader, occurring once in each of the two 
concurrent groups, due to a vacation and a personal emergency. Out of 62 total possible 
responses, 61 surveys were completed (98.39%), demonstrating excellent adherence. 
 Group leaders were asked to check if they perceived session content should be shortened, 
lengthened, and/or removed, perceived content was redundant, and perceived group members 
enjoyed and/or understood the content. They also rated how comfortable they felt discussing the 
session content and how much they enjoyed the session overall on a three-point scale (i.e., not at 
all, somewhat, and very/greatly). See Table 12 for a detailed overview of these ratings.  
 Open-ended questions asked leaders to elaborate on their ratings, including content 
modification suggestions, group members’ perceived enjoyment and understanding of content, 
and comments on leaders’ own comfort and session enjoyment. See Figure 6 for an overview of 
leaders’ ratings of comfort with content and session enjoyment. 
 Session modifications. Very few session modifications were suggested, and there was 
little consensus on changes. One leader indicated all of session 6’s (i.e., body image) content 
should be shortened, but did not leave qualitative feedback. Thus, it is possible this was a data 
entry error. In session 8, two leaders thought the body-food choice content should be lengthened, 
but both agreed participants were likely not ready for this principle. For instance, one said, “Lots 
to cover in this last session. I understand that most members may not be ready for this principle 
and that's maybe why it is short but I wish that we maybe spent a little more time...?” For 
90 
 
context, the last IE principle (i.e., Gentle Nutrition) begins with an exercise to determine if you 
are ready to consider nutrition in your food choices. Individuals who still have food rules or guilt 
are advised to work more on earlier principles before beginning to incorporate the last principle. 
Finally, two leaders indicated the discussion on benefits of the group was redundant, “The 
progress/benefit sections seemed redundant. It seemed like these sections could be potentially be 
combined.” 
 Perceived group member acceptability. Generally, leaders perceived session content was 
enjoyed and understood by group members. The lowest perceived group member enjoyment 
occurred in session 1. Specifically, some did not perceive that group members enjoyed 
discussing the harms (n=3) and the costs of dieting (n=4). One mentioned, “I think that the harms 
and costs of dieting was a radical concept to get a grip on. It was hard to tell whether they 
enjoyed the content or not. I think that they were trying to process it.” Group leaders shared, 
through informal discussions in supervision, that some group members, particularly those with a 
history of restrictive eating, appeared more defensive and hesitant discussing this content. 
However, after session 1, perceived enjoyment and comprehension were high, ranging from 
71.4-100%. Leaders noted a perceptible shift after session 1; comments included: “big shift from 
last week,” “…the group was really engaged with the topics,” “great session,” and “I think that 
this session went smoother because the content was not as challenging as [changing] the diet 
mentality.” Two leaders thought group members did not understand the content focused on 
preventing emotional eating in session 5, and two thought members did not enjoy the content on 
excessive exercise in session 7. All leaders agreed group members enjoyed and understood the 
content in session 6 (i.e., body image). 
   
91 
 
Table 12 
Weekly Feasibility Ratings by Group Leaders 
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Figure 6. Group leader weekly ratings of comfort discussing content and overall session 
enjoyment.  
Leader comfort and enjoyment. After session 4, all leaders reported being very 
comfortable discussing session content. There were five instances when leaders reported being 
somewhat comfortable: session 1 spring (n=1), session 2 fall (n=1), session 3 fall (n=1) and 
spring (n=1), and spring session 4 (n=1). No feedback was provided, except for session 4; this 
leader led session 4 alone and commented, “A little bit hard to deliver the content without a co-
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leader. My group seems really quiet and I can't always tell if concepts are making sense to 
them.”    
 Leader enjoyment was also high across sessions. There were no instances of leaders 
indicating they did not enjoy a session. Qualitative responses suggested small group sizes in the 
fall, session timing during the semester, and difficulty of content contributed to reduced 
enjoyment for leaders. For instance, session 4 had the highest proportion of somewhat enjoyed, 
with two leaders in the fall and one in the spring providing this rating. In the fall, the leaders 
noted, “Good content but the timing was difficult. Two [participants] seemed overwhelmed due 
to school so I felt like dynamics were just more tense.” Also, “We had a small [group] but this 
content went well. Participants were engaged and seemed to connect with the content.”  In 
session 5 (i.e., emotional eating), two co-leaders in the fall rated they somewhat enjoyed the 
session. Both commented on the difficulty of the material and group dynamics. One noted, “I 
think it also may have just been too much content with such a challenging topic. It was the least 
talkative they have ever been. Could also be that it’s still during midterms and they are just 
overwhelmed/stressed out.” All leaders greatly enjoyed session 6, and all but one greatly enjoyed 
sessions 7 and 8. The leaders who led the group with a combined session 7 and eight rated that 
they somewhat enjoyed the combined session. One mentioned, “Overall this went well. The 
group was relatively quiet...They did give head nods and smiles throughout so they definitely 
connected to the material. We also covered a lot of ground in this session (wk 7 and 8) so that is 
also important to consider.” Thus, it appears combining the sessions and having relatively few 
group members reduced enjoyment for the leaders. 
 Qualitative data from these surveys and process notes from weekly group supervision, 
suggested that leader comfort improved as a function of both increased participant 
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comfort/decreased defensiveness, and their own comfort with and understanding of the material. 
Similarly, it appeared that group dynamics (e.g., participants engagement or attendance) were the 
biggest contributor to session enjoyment for the facilitators. 
GSH weekly feasibility. Leaders in the GSH condition filled out a REDCap survey for 
each attempted or completed phone call. These surveys were brief, as leaders typically had ten 
minutes between each call. Out of 216 opportunities, there were six missed surveys; thus, 
adherence to survey completion was 97.66%. However, it is possible some of these surveys were 
missed because the participant indicated ahead of time they would miss the call, and the leader 
was unable to reschedule. 
 Leaders indicated on a 5-point scale from Strongly disagree to Strongly agree if 1) the 
session length felt adequate and 2) they felt comfortable answering participant questions. See 
Table 13 for detailed results. Overall, 87.3% of the time, leaders moderately or strongly agreed 
that phone call length was adequate. However, in the last session, 24.0% of the ratings were 
neutral and 8.0% were moderately disagreed. In the last phone call, coaches did a brief review of 
progress and future planning, and one noted: “Not enough time to delve deep into big issues.” 
There were eight instances when leaders mentioned their sessions were shorter because 
participants were not talkative and five instances when they reflected 20 minutes felt too short.  
 Overall, 90.4% of the time leaders agreed they felt comfortable answering participants’ 
questions. There were two instances when leaders moderately disagreed in session 1, but none in 
subsequent sessions. Leaders reported the greatest comfort in session 6 (i.e., body image), with 
90.9% rating strongly agree. Qualitative data provided by leaders indicated that discomfort most 
often arose around how to handle   
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Table 13 
 
GSH Leader Weekly Feasibility Ratings 
 The length of session felt adequate to cover content, 
answer questions, and assign exercises. 
 
I felt comfortable answering participant questions. 
Session 
Strongly 
Disagree 
Moderately 
Disagree 
Neutral 
Moderately 
Agree 
Strongly 
Agree 
 Strongly 
Disagree 
Moderately 
Disagree 
Neutral 
Moderately 
Agree 
Strongly 
Agree 
1 -- -- 
9.7%  
(3) 
25.8% 
(8) 
64.5% 
(20) 
 
-- 
6.5% 
(2) 
6.5% 
(2) 
50.0% 
(9) 
58.1% 
(18) 
2 -- -- 
8.3%  
(2) 
37.5%  
(9) 
54.2% 
(13) 
 
-- -- 
4.2% 
(1) 
76.9% 
(10) 
54.2% 
(13) 
3 -- 
4.2%  
(1) 
4.2%  
(1) 
45.8%  
(11) 
45.8% 
(11) 
 
-- -- 
8.3% 
(2) 
37.5% 
(6) 
66.7% 
(16) 
4 -- 
9.5%  
(2) 
-- 
33.3% 
(7) 
57.1% 
(12) 
 
-- -- 
14.3% 
(3) 
12.5% 
(2) 
76.2% 
(17) 
5 -- 
8.0%  
(2) 
8.0%  
(2) 
20.0% 
(5) 
64.0% 
(16) 
 
-- -- 
8.0% 
(2) 
35.3% 
(6) 
68.0% 
(15) 
6 -- -- 
8.3%  
(2) 
33.3% 
(8) 
58.3% 
(8) 
 
-- -- 
8.3% 
(2) 
46.7% 
(7) 
62.5% 
(15) 
7 -- 
4.6%  
(1) 
4.6%  
(1) 
22.7% 
(5) 
68.2% 
(5) 
 
-- -- 
4.6% 
(1) 
5.0% 
(1) 
90.9% 
(20) 
8 -- 
8.0%  
(2) 
24.0%  
(6) 
20.0% 
(5) 
48.0% 
(5) 
 
-- -- 
16.0% 
(4) 
16.7% 
(3) 
72.0% 
(18) 
Overall 
0%  
(0) 
4.1%  
(8) 
8.7% 
(17) 
29.6% 
(58) 
57.7% 
(113) 
 0%  
(0) 
1.0% 
(2) 
8.7% 
(17) 
22.5% 
(44) 
67.9% 
(133) 
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sensitive topics, particularly within the time constraints of the call. Most of these comments 
(n=7) concerned participants who still displayed a strong dieting mentality, or were engaging in 
restrictive eating. For instance, one coach noted, “Client was saddened by getting rid of her 
'skinny clothes' because it took away the possibility of getting skinny in the future. Wasn't sure 
how deep to go with that.” Another was unsure how to respond to a participant who was trying to 
limit sweets. One coach commented she, “had a little difficulty trying to reframe physical 
activity as less of a chore and more of something enjoyable given some of her ideas” and another 
noted her client, “still had guilt around 'binge eating' and it was hard…to reframe it in such a 
short time period.” Finally, another participant disclosed a history of an ED, and her coach noted 
she, “wasn’t sure how much to delve.”  
 Leaders had space to provide details on any challenges encountered during the call. See 
Table 14 for an overview of common challenges that emerged. The most common challenge 
leaders mentioned was difficulty navigating the session due to the participant’s lingering diet 
mentality. Twelve times leaders highlighted the challenge of being unsure how much to delve 
into certain topics. For example, one leader commented, “Balance between being clinical and not 
opening up things that I can't put back together over the phone!” 
GSH. Most participants reported the number (87%; n=20), frequency, (95.7%; n=22), and 
length of phone calls (78.3%; n=18) were just right. Two (8.7%) though there were too few calls 
and one (4.3%) too many. Four (17.4%) though calls were too short, but one (4.3%) thought they 
were too long. Finally, no one thought calls were too frequent, but one (4.3%) felt they were not 
frequent enough. These quantitative ratings contrast somewhat with qualitative feedback, where 
five women (21.7%) indicated they desired more phone calls.  
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Table 14 
 
GSH Leader Challenges Encountered During Calls – Qualitative Responses 
 
  
Category Frequency Description 
Diet mentality 16 
Challenging to navigate call due to lingering, and often unrecognized, 
diet mentality of participant (e.g., maintains rigid views about good/bad 
foods) 
Unsure how much to 
probe 
12 
Leaders reflect uncertainty with how much to probe into issues brought 
up by participant, particularly give duration of call 
Call problems 10 Poor reception, sound quality, or participant in noisy environment 
Time 9 
Challenging to cover material or participant questions in time frame, or 
participant answered call late (n=2) 
Leader confidence 
(general) 
8 
Leader reflected general insecurities about how they handled the session 
or participant questions that do not more clearly fit into another category 
(e.g., how to challenge food rules, but also validate feelings) 
Quiet participant 6 Call challenging because participant was quiet or not talkative 
Participant did not 
read 
6 
Difficulty structuring call due to participant not doing assigned reading 
or exercises prior to call 
How much to 
challenge 
5 
Leaders unsure how much to challenge thoughts or behaviors not aligned 
with IE (e.g., self-weighing) 
Difficulty 
establishing rapport 
5 
General challenges to establishing rapport, particularly with quiet 
participants or those who want to focus on other issues (e.g., sleep 
hygiene) 
Participant ED 
history 
3 
Discomfort navigating calls with participants who disclose a history of 
an ED diagnosis  
Participant has 
prescribed 
diet/fitness routine 
2 
Challenging to encourage IE principles with participants who have a 
medically-prescribed diet (n=1) or who is hoping to join the military 
(n=1) 
How to handle 
participant weight 
loss goal 
2 
Leaders unsure how to navigate calls with participants with weight loss 
goals 
Misc. 10 
Other challenges included: participant mentioning sadness about the 
program ending (n=2), participant rigidity (n=2), how to balance time in 
call (n=2), concern about the authenticity of participant report of 
progress (n=2), supporting participant through progress and subsequent 
setbacks (n=1), and how to handle participant who wants to focus on 
unrelated topics (n=1) 
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Ten times leaders mentioned call problems such as poor sound quality, the participants 
being in a noisy environment, or connection issues. Time was mentioned as a challenge nine 
times, either due to participant answering the call late (n=2), or finding it difficult to cover the 
material or answer all questions in the time allotted. There were seven mentions of non-talkative 
participants, and six of the participant not reading the material that week; (e.g., “She didn't read 
the chapter, and I was a little stuck on where to go.”) Five times leaders mentioned it was 
difficult establishing rapport; (“Hard to build rapport with this client - gave a lot of one/two-
worded answers.”) There were five mentions of difficulty challenging particular participant 
beliefs and/or behaviors. For instance, one leader wrote, “Struggled with how much to challenge 
her 'should' talk.” Two mentioned they struggled with how to approach participants’ weight loss 
goals.  
Originally, the GSH condition was conceived to be minimally-supportive, with the leader 
summarizing the content, answering questions, providing support, and encouraging engagement. 
However, quickly after the first cohort began, leaders began to mention in supervision that 
participants seemed to need more support. Specifically the content was novel for participants, 
and they seemed to need more assistance with understanding how to integrate it into their lives. 
After reviewing this issue in supervision, leaders were encouraged to use basic clinical skills 
(Hill, 2001), such as asking open-ended questions, validating, normalizing, reflecting, 
summarizing, and providing gentle feedback. One leader mentioned in a weekly survey, “Trying 
to be more clinical, and I liked it better!” Leaders observed this approach seemed to resonate 
better with participants and facilitated more meaningful change. For instance, one noted that a 
participant said, “This [program] has been more helpful than years of therapy!!” However, many 
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of the challenges mentioned in the surveys reflected an underlying uncertainty of how to balance 
being clinical, such as asking probing questions, while still adhering to the time-limit. 
Exit questionnaire. Group leaders (n=4) and GSH leaders (n=5) completed an exit 
questionnaire which consisted of quantitative questions assessing the appropriateness of number 
of sessions/calls, session/call length and frequency, as well as perceptions on content, group 
member/participant enjoyment and comprehension, and their own comfort, preparation, and buy-
in into the IE approach. 
Group. All leaders agreed the number, length, and frequency of sessions were just right, 
the content was relevant, and none thought the content was redundant or too much. Most (n=3) 
felt enough time was spent on each principle, but one was neutral. All agreed that group 
members seemed to understand and enjoy the content. Most (n=3) thought group members 
appeared to benefit from each other’s support, but one was neutral. All strongly agreed that they 
felt prepared to deliver the intervention and felt comfortable speaking about topics. Finally, buy-
in was high, with all leaders strongly agreeing that the IE approach is a legitimate way to 
improve eating habits and body image. 
Leaders also indicated which principles seemed most salient to group members, most 
difficult for group members to understand, and which needed additional time and/or coverage. 
They also provided feedback on sessions 3 and 4, when two principles were combined into one 
session. Ratings are provided in Table 15.  
The principle rated most salient to group members was Honor your Hunger. Most (n=3) 
also thought Emotional Eating was salient, though one noted it needed additional time/coverage. 
None of the leaders rated Gentle Nutrition as salient; half thought it seemed difficult for group 
members to understand, and all thought the topic needed more time and coverage. For sessions 3 
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and 4 when two principles were combined into one session, leaders agreed unanimously that the 
principles went together well and that they were able to cover all content. 
Table 15 
 
Group Leader Exit Questionnaire Content Perceptions 
Principle 
Particularly salient 
for group members 
Difficult for group 
members to 
understand 
Needed additional 
time/coverage 
Reject Diet 
Mentality 
50% (2) 25% (1) 25% (1) 
Honor your Hunger 100% (4) -- -- 
Make Peace with 
Food 
50% (2) -- 25% (1) 
Challenge Food 
Police 
50% (2) -- 25% (1) 
Feel your Fullness 50% (2) 25% (1) -- 
Discover 
Satisfaction 
25% (1) 25% (1) -- 
Emotional Eating 75% (3) -- 25% (1) 
Respect your Body 50% (2) -- -- 
Exercise 50% (2) 25% (1) -- 
Gentle Nutrition -- 50% (2) 100% (4) 
Session 
Principles went 
together well 
Difficult to 
combine 
principles 
Able to cover 
all content 
Too much 
content for one 
session 
Session 3 – 
Make Peace with 
Food/ Challenge 
Food Police 
100% (4) -- 100% (4) -- 
Session 4 – 
Feel Fullness/  
Discover 
Satisfaction 
100% (4) -- 100% (4) -- 
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Formal qualitative analyses were not conducted given the small sample size (N=4). 
However, general themes and quotations are presented to enrich the quantitative analysis.  
Leader enjoyment. All leaders reported enjoying the project. Three of the four also 
reflected that leading positively impacted them personally. Comments included, “I selfishly get a 
lot out of leading the group;” “Having led a variety of interventions related to weight and health, 
this one has been my favorite both personally and professionally,” and “I enjoyed learning more 
about this approach and am going to apply it in my personal life as well.” 
 The most rewarding aspects endorsed by leaders centered around seeing the growth 
participants evidenced in such a short amount of time and seeing their, “relief when hearing a 
different approach.” One noted, “It was really rewarding by the end to see how much they 
transformed in their beliefs about food and exercise as well as the amount of self-compassion 
they were able to extend to themselves and the other women in group.” 
 Topics and benefit to group members. Leaders described the topics as relevant and 
important. One of the only suggestions was to spend more time in the first session providing a 
“roadmap” of where the intervention was headed. Specifically one leader noted, “…going a little 
more in-depth about what the principles are…could help them grasp the gestalt of what we are 
doing.” 
When asked what parts of group they believed were most beneficial for participants, two 
mentioned shared experience. For instance, one said, “Support/understanding from fellow group 
members (feeling like they are not alone in their feelings/struggles.” Another mentioned, “I think 
every single session at least one woman mentioned she was helped by hearing she was not the 
only one who had a particular experience.” Another leader perceived that learning about the 
genetic blueprint (i.e., set point theory) helped participants be open to interoceptive awareness. 
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Finally, one leader reported that “hearing group leaders’ examples from their personal lives” 
helped participants. Regarding what was least helpful, one leader noted she felt less connected to 
participants when sessions involved more psychoeducation than group discussion. Another 
noted, “Most participants were not ready for body-food choice congruence. Great topic, but it 
takes awhile to get there.”  
Challenges. Three of the four leaders mentioned that it was challenging to confront, “diet 
talk” gently and compassionately. Two mentioned that inconsistent attendance by some group 
members affected both group cohesion and individual progress. 
GSH. Leaders were split in their opinions about the number of calls; three thought it was 
just right and two thought there were too few. Most (n=3) thought the length of calls was just 
right, but one leader thought they were too short and another too long. All agreed the frequency 
(once/week) was just right. Qualitative responses revealed that one leader thought the 20-minute 
time limit was long enough for leaders to help the participants explore their issues, but short 
enough that they had to stay on topic. One wished they were a bit longer. Two mentioned that it 
would be beneficial to extend the intervention to 10 weeks so that participants were not assigned 
two chapters in one week. 
All leaders agreed the content was relevant, the length of calls was adequate, participants 
seemed to understand and enjoy the content, they felt prepared to deliver the intervention, and 
felt comfortable speaking about the topics. Additionally, similar to group leaders, all agreed that 
the IE approach is a legitimate way to improve eating habits and body image.  
See Table 16 for an overview of content ratings. Two principles, Emotional Eating and 
Body Respect, were rated as particularly salient for participants by four out of the five leaders. 
Most (n=3) though the last principle, Gentle Nutrition, was challenging for participants to 
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understand, and two thought it warranted additional coverage. Three also perceived Emotional 
Eating merited more time and coverage. Most leaders perceived the combined principles went 
together, but generally agreed that it was challenging for participants to complete two chapters in 
one week. 
Table 16 
 
GSH Leader Exit Questionnaire Content Perceptions 
 
Similar to group leader exit questionnaires, the small sample (N=5) precluded formal 
qualitative analysis. General themes and quotations are presented to enrich the quantitative data. 
Leader enjoyment. All leaders indicated they enjoyed this role. Two noted applicability 
beyond the intervention, citing it as helpful when addressing disordered eating clinically. One 
Principle 
Particularly salient for 
participants 
Difficult for participants 
to understand 
Needed additional 
time/coverage 
Reject Diet Mentality 20% (1) 20% (1) 40% (2) 
Honor your Hunger 40% (2) -- -- 
Make Peace with Food 60% (3) 20% (1) -- 
Challenge Food Police 60% (3) -- 20% (1) 
Feel your Fullness 20% (1) -- -- 
Discover Satisfaction 20% (1) 40% (2) -- 
Emotional Eating 80% (4) -- 60% (3) 
Respect your Body 80% (4) 40% (2) 40% (2) 
Exercise 60% (3) 20% (1) 20% (1) 
Gentle Nutrition -- 60% (3) 40% (2) 
Session 
Principles 
went 
together 
well 
Participants 
appeared able to 
complete both 
in one week 
Seemed 
challenging for 
participants to 
cover two 
chapters 
Too much content for 
one week 
Session 3 – 
Make Peace with Food/ 
Challenge Food Police 
80% (1) 40% (2) 80% (4) 20% (1) 
Session 4 – 
Feel Fullness/  
Discover Satisfaction 
100% (5) 20% (1) 80% (4) -- 
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mentioned she enjoyed individualizing IE for her participants and enjoyed the supportive nature 
of supervision.  
 Four of the five leaders noted the most enjoyable aspect of being a leader was witnessing 
and contributing to participant growth. For instance one said, “Even if a client found that by the 
end…they still felt very dissatisfied with their bodies, they were able to articulate why.” Another 
noted the most enjoyable aspect was, “feeling like I was making a difference in the participants’ 
lives and delivering a message I love and care deeply about.” 
 Topics and benefits to participants. All leaders reported liking the topics, calling them 
“interesting,” “important,” “relevant,” and “compassionate.” One mentioned how the topics had 
actually shifted her own perspective towards food, body image, and exercise. Although one 
mentioned she thought the manual laid out the principles well, another thought there could be 
increased validation of how challenging it can be to implement the material into daily life. The 
only additional topic any leader mentioned should be added was, “how beauty ideals differ 
across cultures/groups.” 
 All leaders perceived the phone calls were helpful to participants, providing 
accountability and support. One mentioned that some seemed less engaged and it was 
challenging to generate discussion, and perceived these participants, “may be better candidates 
for a self-help version that does not require a coach.” Regarding what specifically was most 
helpful for participants, all agreed the discussion and feedback were beneficial. For instance, one 
noted, “I found that participants seemed more satisfied when I asked open questions about how 
the principles generally apply to them rather than more specific topics.” This leader also 
mentioned, “I also believe that participants enjoyed when I remembered things that they had said 
in previous calls.” Informal discussions during supervision revealed that participants seemed to 
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appreciate the sense of connection fostered through their coach remembering things they said, 
and leaders noted how this aided accountability with goal-setting.  
 Regarding the least helpful aspects for participants, two leaders mentioned the brief recap 
of the chapter(s) at the beginning of the call. One noted her participants usually read, so it 
seemed unnecessary. Another thought they could be shortened. Finally, another thought that 
participants could use more time with rejecting the dieting mentality (chapter 1) and most were 
not ready for gentle nutrition (chapter 10). 
 Challenges. Three leaders mentioned challenges related to participants who were 
resistant to IE or had unusual life circumstances (e.g., military training). For instance, one 
mentioned it was a challenge, “learning to compassionately challenge participants to engage in 
behaviors that are counter to societal messages.” One mentioned it was time-consuming even 
when participants missed calls, due to waiting five minutes for participants to call in, and 
emailing the satisfaction survey. Finally one noted, “I sometimes felt inadequately prepared to 
answer questions or help the participant's troubleshoot, just due to my limited experience with 
IE, but felt the supervision was very supportive and helpful!”  
 Suggestions for improvement. One leader suggested a face-to-face meeting prior to 
beginning the phone calls to improve rapport and shortening the chapter recaps at the start of the 
calls. One suggested more extensive training for leaders new to the IE approach, and one again 
reiterated extending the program to 10 weeks. 
Preliminary Efficacy 
 Preliminary analyses. Missing data were minimal. Little’s MCAR test demonstrated 
data were missing completely at random at each time point, χ2(405)=3.80, p<.05 (pre-test), χ-
2(330)=0.001, p<.05 (post-test), and χ2(166)=0.001, p<.05 (follow-up). One participant indicated 
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she preferred not to answer 10 of the 11 WBIS-M items at pre-test. There were only five missing 
items across scales at post-test and two missing items at follow-up.  
 There were <5% outliers (>2.0 SD) on primary study variables, with no extremes; thus, 
all cases were retained (Schlomer, Bauman, & Card, 2010). Data were normal across time-points 
(<2.0 skewness and kurtosis; Meyers, Gamst, & Guarino, 2016), with the exception of frequency 
data (e.g., frequency of binge behaviors), which are zero-inflated and prone to positive skew 
(Coxe et al., 2009). There were no significant correlations between age, year in school, or racial 
and ethnic group and any of the primary outcome measures (e.g., EDDS, IES-2, WBI-M). Thus, 
no covariates were included in the LMMs. Descriptive statistics across time by condition and 
overall are presented in Tables 17 (all participants enrolled at each time point), 18 (treatment 
completers), and 19 (count outcomes). 
Randomization success. There were no significant differences between conditions on 
age, t(69)=.418, p=.68, year in school, χ2(4)=2.035, p=.73, race/ethnicity, χ2(6)=1.701, p=.95, 
mental health utilization in the last year, χ2(1)=.002, p=.97, lifetime treatment for body image or 
eating concerns, χ2(1)=.948, p=.33, or lifetime ED diagnosis, χ2(1)=.012, p=.91. Groups did not 
differ on any baseline measures (Table 20). Finally, there were no significant differences 
between conditions on the number of participants at baseline who endorsed binge eating, 
χ2(1)=.006, p=.94, LOC eating, χ2(1)=.012, p=.91, purging behaviors, χ2(1)=.574, p=.45, or 
driven exercise, χ2(1)=.244, p=.62, or who met criteria for high ED-risk (EDE-Q global score 
≥4.0), χ2(1)=.394, p=.53.  
Treatment completers vs. non-completers. Differences between treatment completers 
and non-completers were examined in two ways: 1) those who completed the program and those 
107 
 
who dropped between pre- and post-test, by condition and overall, and 2) those who never 
attended a group session versus those who attended.  
There were no significant differences on baseline measures between treatment completer 
and non-completers overall (Table 21). Women randomized to group who did not complete 
(n=15) had significantly lower baseline EDDS composite scores (M=24.73, SD=18.95) than 
women who completed group (n=25; M=45.16, SD=26.34), t(38)=-2.62, p=.01.  
There were some differences between women randomized to GSH who did (n=26) and 
did not complete treatment (n=5). Treatment non-completers had significantly greater baseline 
body dissatisfaction (M=4.98, SD=.62 vs. M=3.53, SD=1.59), t(16.33)=3.448, p=.003, and 
global EDE-Q scores (M=4.19, SD=.49 vs. M=2.96, SD=1.04), t(12.24)=4.107, p=.001, and 
lower IES-2 total scores (M=2.53, SD=.07 vs. M=2.88, SD=.48), t(28.39)=-3.579, p=.001. There 
were no significant differences on any outcome variables between women who did not attend 
any group sessions and those who attended at least one.  
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Table 17 
 
Descriptive Statistics for Enrolled Participants at Each Time Point 
 Group GSH Overall 
 Pre 
(n=40) 
Post 
(n=25) 
FU 
(n=24) 
Pre 
(n=31) 
Post 
(n=26) 
FU 
(n=26) 
Pre 
(N=71) 
Post 
(N=51) 
FU 
(N=50) 
EDDS Symptom Composite 
37.50 
(25.61) 
23.76 
(13.83) 
20.38 
(11.89) 
34.74 
(13.90) 
22.96 
(11.01) 
16.88 
(13.91) 
36.30 
(21.22) 
23.35 
(12.36) 
18.56 
(12.97) 
EDE-Q Global Score 
3.15 
(1.17) 
2.32 
(.97) 
2.11 
(1.16) 
3.16 
(1.07) 
2.08 
(1.03) 
2.00 
(1.01) 
3.16 
(1.12) 
2.20 
(1.00) 
2.01 
(1.08) 
Restraint 
2.83 
(1.06) 
1.71 
(.68) 
1.90 
(1.01) 
2.70 
(.93) 
1.89 
(.91) 
1.74 
(.74) 
2.78 
(1.00) 
1.80 
(.80) 
1.82 
(.87) 
Body Dissatisfaction 
3.70 
(1.46) 
3.09 
(1.39) 
2.61 
(1.42) 
3.77 
(1.57) 
2.55 
(1.46) 
2.50 
(1.44) 
3.73 
(1.50) 
2.82 
(1.44) 
2.55 
(1.42) 
Body Appreciation 
3.18 
(.91) 
3.38 
(.71) 
3.42 
(.83) 
2.92 
(.86) 
3.55 
(.75) 
3.71 
(.77) 
3.07 
(.89) 
3.47 
(.73) 
3.57 
(.81) 
Functionality Appreciation 
4.18 
(.62) 
4.42 
(.53) 
4.25 
(.46) 
3.92 
(.72) 
4.31 
(.61) 
4.37 
(.54) 
4.06 
(.67) 
4.36 
(.57) 
4.31 
(.50) 
Intuitive Eating-Total 
2.93 
(.69) 
3.40 
(.43) 
3.30 
(.54) 
2.82 
(.45) 
3.53 
(.65) 
3.54 
(.54) 
2.89 
(.60) 
3.47 
(.50) 
3.43 
(.55) 
Unconditional Permission 
2.88 
(.77) 
3.47 
(.85) 
3.46 
(.79) 
3.05 
(.63) 
3.53 
(.65) 
3.55 
(.75) 
2.95 
(.71) 
3.50 
(.69) 
3.50 
(.76) 
Eating for Physical  
2.81 
(1.17) 
3.24 
(.85) 
2.89 
(.89) 
2.63 
(.95) 
3.41 
(.80) 
3.42 
(.76) 
2.73 
(1.08) 
3.33 
(.82) 
3.16 
(.86) 
Reliance on Physical Cues 
3.05 
(.94) 
3.51 
(.63) 
3.58 
(.62) 
2.76 
(.72) 
3.71 
(.62) 
3.75 
(.66) 
2.93 
(.86) 
3.61 
(.62) 
3.67 
(.64) 
Body-Food Choice  
3.14 
(1.01) 
3.47 
(.89) 
3.53 
(.86) 
3.01 
(.93) 
3.47 
(.69) 
3.44 
(.83) 
3.09 
(1.01) 
3.47 
(.79) 
3.48 
(.84) 
Weight-Bias Internalization 
4.55 
(1.39) 
3.94 
(1.15) 
4.09 
(1.25) 
4.56 
(1.34) 
3.66 
(1.30) 
3.66 
(1.43) 
4.55 
(1.35) 
3.80 
(1.22) 
3.87 
(1.35) 
Satisfaction with Life 
19.33 
(6.70) 
20.52 
(8.13) 
22.88 
(7.88) 
21.16 
(7.13) 
25.39 
(7.17) 
26.27 
(6.86) 
20.13 
(6.90) 
23.00 
(7.97) 
24.64 
(7.49) 
Note. Pre-test includes descriptive statistics for all randomized participants.  
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Table 18 
 
Descriptive Statistics for Treatment Completers 
Note. Table includes descriptive statistics across time-points for all participants who completed the program (i.e., did not drop out prior to post-test).
 Group 
(n=25) 
GSH 
(n=26) 
Overall 
(N=51) 
 Pre Post FU Pre Post FU Pre Post FU 
EDDS Symptom Composite 
45.16 
(26.34) 
23.76 
(13.83) 
20.38 
(11.89) 
32.65 
(13.38) 
22.96 
(11.01) 
16.88 
(13.91) 
38.78 
(21.50) 
23.35 
(12.36) 
18.56 
(12.97) 
EDE-Q Global Score 
3.33 
(1.01) 
2.32 
(.97) 
2.11 
(1.16) 
2.96 
(1.04) 
2.08 
(1.03) 
2.00 
(1.01) 
3.14 
(1.03) 
2.20 
(1.00) 
2.01 
(1.08) 
Restraint 
2.90 
(.98) 
1.71 
(.68) 
1.90 
(1.01) 
2.59 
(.88) 
1.89 
(.91) 
1.74 
(.74) 
2.74 
(.93) 
1.80 
(.80) 
1.82 
(.87) 
Body Dissatisfaction 
3.87 
(1.32) 
3.09 
(1.39) 
2.61 
(1.42) 
3.53 
(1.59) 
2.55 
(1.46) 
2.50 
(1.44) 
3.70 
(1.46) 
2.82 
(1.44) 
2.55 
(1.42) 
Body Appreciation 
3.01 
(.83) 
3.38 
(.71) 
3.42 
(.83) 
3.00 
(.77) 
3.55 
(.75) 
3.71 
(.77) 
3.01 
(.79) 
3.47 
(.73) 
3.57 
(.81) 
Functionality Appreciation 
4.10 
(.62) 
4.42 
(.53) 
4.25 
(.46) 
3.97 
(.54) 
4.31 
(.61) 
4.37 
(.54) 
4.03 
(.58) 
4.36 
(.57) 
4.31 
(.50) 
Intuitive Eating-Total 
2.79 
(.63) 
3.40 
(.43) 
3.30 
(.54) 
2.88 
(.48) 
3.53 
(.55) 
3.54 
(.54) 
2.84 
(.55) 
3.47 
(.50) 
3.43 
(.55) 
Unconditional Permission 
2.97 
(.69) 
3.47 
(.75) 
3.46 
(.79) 
3.09 
(.60) 
3.53 
(.65) 
3.55 
(.75) 
3.03 
(.65) 
3.50 
(.69) 
3.50 
(.76) 
Eating for Physical  
2.62 
(1.05) 
3.24 
(.85) 
2.89 
(.89) 
2.77 
(.96) 
3.41 
(.80) 
3.42 
(.76) 
2.69 
(1.00) 
3.33 
(.82) 
3.16 
(.86) 
Reliance on Physical Cues 
2.76 
(.78) 
3.51 
(.63) 
3.58 
(.62) 
2.83 
(.74) 
3.71 
(.62) 
3.75 
(.66) 
2.79 
(.75) 
3.61 
(.62) 
3.67 
(.64) 
Body-Food Choice  
2.99 
(1.02) 
3.47 
(.89) 
3.53 
(.86) 
2.87 
(.92) 
3.47 
(.69) 
3.44 
(.83) 
2.93 
(.96) 
3.47 
(.79) 
3.48 
(.84) 
Weight-Bias Internalization 
4.75 
(1.21) 
3.94 
(1.15) 
4.09 
(1.25) 
4.41 
(1.32) 
3.66 
(1.30) 
3.66 
(1.43) 
4.58 
(1.27) 
3.80 
(1.22) 
3.87 
(1.35) 
Satisfaction with Life 
18.32 
(6.28) 
20.52 
(8.13) 
22.88 
(7.88) 
21.77 
(6.69) 
25.39 
(7.17) 
26.27 
(6.86) 
20.08 
(6.66) 
23.00 
(7.97) 
24.64 
(7.49) 
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Table 19 
 
Endorsement and Frequency of Disordered Eating Behaviors of Enrolled Participants 
 Pre-Test-All Pre-Test-TC Post-Test Follow-Up 
 
Endorsed 
% 
M 
(SD) 
Endorsed 
% 
M 
(SD) 
Endorsed 
% 
M 
(SD) 
Endorsed 
% 
M 
(SD) 
Group (n=40) (n=25) (n=25) (n=24) 
Binge Eating 
30 
(75.0%) 
4.35 
(5.70) 
21 
(84.0%) 
4.08 
(4.10) 
12 
(48.0%) 
1.60 
(2.58) 
8 
(33.3%) 
1.25 
(2.80) 
LOC Eating 
24 
(60.0%) 
3.20 
(4.47) 
19 
(76.0%) 
3.20 
(3.22) 
12 
(48.0%) 
1.24 
(1.85) 
7 
(29.2%) 
1.29 
(3.39) 
Purging Behaviors 
3 
(7.5%) 
.13 
(.46) 
3 
(12.0%) 
.20 
(.58) 
1 
(4.0%) 
.12 
(.60) 
1 
(4.0%) 
.04 
(.20) 
Driven Exercise 
17 
(42.5%) 
2.25 
(4.00) 
9 
(36.0%) 
2.28 
(4.26) 
3 
(12.0%) 
.72 
(3.01) 
6 
(25.0%) 
1.00 
(3.08) 
GSH (n=31) (n=26) (n=26) (n=26) 
Binge Eating 
23 
(74.2%) 
5.26 
(5.73) 
18 
(69.2%) 
4.12 
(4.39) 
11 
(42.3%) 
1.46 
(2.37) 
11 
(42.3%) 
1.27 
(2.25) 
LOC Eating 
19 
(61.3%) 
4.39 
(5.89) 
14 
(53.8%) 
3.27 
(4.57) 
9 
(34.6%) 
1.12 
(2.22) 
8 
(30.8%) 
.81 
(2.04) 
Purging Behaviors 
4 
(12.9%) 
.45 
(1.82) 
3 
(11.5%) 
.15 
(.46) 
0 
(0%) 
0 
(0) 
1 
(3.8%) 
.39 
(1.96) 
Driven Exercise 
15 
(48.4%) 
3.23 
(4.79) 
11 
(42.3%) 
2.77 
(4.50) 
8 
(30.8%) 
2.12 
(4.18) 
1 
(3.8%) 
.19 
(.98) 
Overall (N=71) (N=51) (N=51) (N=50) 
Binge Eating 
53 
(74.6%) 
4.75 
(5.69) 
39 
(76.5%) 
4.10 
(4.21) 
23 
(45.1%) 
1.53 
(2.45) 
19 
(38.0%) 
1.26 
(2.51) 
LOC Eating 
43 
(60.6%) 
3.72 
(5.13) 
33 
(64.7%) 
3.24 
(3.92) 
21 
(41.2%) 
1.18 
(2.03) 
15 
(30.0%) 
1.04 
(2.76) 
Purging Behaviors 
7 
(9.9%) 
.27 
(1.25) 
6 
(11.8%) 
.18 
(.52) 
1 
(2.0%) 
.06 
(.42) 
2 
(4.0%) 
.22 
(1.42) 
Driven Exercise 
32 
(45.1%) 
2.68 
(4.36) 
20 
(39.2%) 
2.53 
(4.35) 
11 
(21.6%) 
1.43 
(3.68) 
7 
14.0%) 
.58 
(2.26) 
Note. All=all randomized participants; TC=treatment completers; Endorsed = number of enrolled individuals endorsing each behavior at each time-
point. Percentage is the proportion of enrolled individuals within each group endorsing each behavior. Frequency includes number of episodes in the 
last 28 days. 
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Table 20 
 
Group Differences on Baseline Measures for All Enrolled Participants 
 Group GSH    
 Pre 
(n=40) 
Pre 
(n=31) 
t df p 
Body Dissatisfaction 
3.70 
(1.46) 
3.77 
(1.57) 
-.198 69 .84 
Eating Concern 
2.45 
(1.31) 
2.31 
(1.19) 
.466 69 .64 
Restraint 
2.83 
(1.06) 
2.70 
(.93) 
.526 69 .60 
EDE-Q Global Score 
3.15 
(1.17) 
3.16 
(1.07) 
-.020 69 .98 
EDDS Symptom Composite 
37.50 
(25.61) 
34.74 
(13.90) 
.580 62.53* .56 
Body Appreciation 
3.18 
(.91) 
2.92 
(.86) 
1.264 69 .21 
Functionality Appreciation 
4.18 
(.62) 
3.92 
(.72) 
1.589 69 .12 
Intuitive Eating-Total 
2.93 
(.69) 
2.82 
(.45) 
.805 67.51* .42 
Intuitive Exercise 
3.23 
(.50) 
3.35 
(.41) 
-1.102 69 .27 
Weight-Bias Internalization 
4.55 
(1.39) 
4.56 
(1.33) 
-.015 68 .99 
Satisfaction with Life 
19.33 
(6.70) 
21.16 
(7.13) 
-1.114 69 .27 
*Equal variances not assumed between groups 
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Table 21 
 
Differences on Baseline Measures between Treatment Completers and Non-Completers 
*Equal variances not assumed between groups
 Non 
(n=20) 
Completer 
(n=51) 
t df p 
Body Dissatisfaction 
3.80 
(1.63) 
3.70 
(1.46) 
.259 69 .80 
Eating Concern 
2.32 
(1.30) 
2.42 
1.25 
-.288 69 .77 
Restraint 
2.87 
(1.18) 
2.74 
(.93) 
.499 69 .62 
EDE-Q Global Score 
3.20 
(1.34) 
3.14 
(1.03) 
.199 69 .84 
EDDS Symptom Composite 
29.95 
(19.57) 
38.78 
(21.50) 
-1.595 69 .12 
Body Appreciation 
3.21 
(1.11) 
3.01 
(.79) 
.765 26.88* .45 
Functionality Appreciation 
4.15 
(.89) 
4.03 
(.58) 
.668 69 .51 
Intuitive Eating-Total 
3.01 
(.69) 
2.84 
(.55) 
1.078 69 .29 
Intuitive Exercise 
3.34 
(.39) 
3.26 
(.49) 
.614 69 .54 
Weight-Bias Internalization 
4.50 
(1.59) 
4.58 
(1.27) 
-.213 68 .83 
Satisfaction with Life 
20.25 
(7.67) 
20.08 
(6.66) 
.094 69 .93 
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Linear Mixed Models and Count Models 
 Baseline observation carried forward. See Table 22 for an overview of results. 
Unstandardized coefficients are presented to demonstrate mean changes on each outcome at each 
time-point in the measure’s original scale. 
 Group. Baseline data were carried forward to post-test and follow-up for 15 women, and 
to follow-up for one participant who completed pre- and post-test. ICC(1) values ranged from 
.46-.86, indicating sufficient clustering within participants for LMMs. The EDDS symptom 
composite, EDE-Q global score, restraint, body dissatisfaction, and weight-bias internalization 
significantly decreased, and body appreciation significantly increased, from pre-test to post-test 
and pre-test to follow-up. The IES-2 total score, as well as the Unconditional Permission to Eat 
(UPC), Reliance on Physical Cues (RPC), and Body-Food Choice Congruence subscales 
increased significantly from pre-test to both post-test and follow-up. Although Eating for 
Physical Reasons (EPR) increased significantly from pre-test to post-test, it attenuated to non-
significance at follow-up (p=.11). Similarly, although functionality appreciation increased from 
pre-test to post-test, the effect was not significant at follow-up (p=.08). There were no significant 
changes to satisfaction with life from pre-test to post-test, but participants demonstrated a 
significant increase from pre-test to follow-up (p<.001). Significant effect sizes ranged from 
medium (e.g., d=.54, body dissatisfaction at post) to large (e.g., d=1.18, EDE-Q global score at 
follow-up). The models accounted for 2-12% (e.g., body appreciation and EDDS, respectively) 
of the variance in DVs over time. Binge eating, LOC eating, and driven exercise decreased 
significantly from pre-test to post-test (ps=.007 to <.001) and pre-test to follow-up (all ps<.001). 
Rates decreased on average by 36-43% (i.e., binge eating and driven exercise, respectively) at 
post-test and 37-41% (i.e., driven exercise and binge eating, respectively) at follow-up. 
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 GSH. Baseline data were carried forward for five women who did not complete post-test 
or follow-up. ICC values ranged from .53 to .84. Disordered eating (i.e., EDDS symptom 
composite, EDE-Q global, restraint), body dissatisfaction, and weight-bias internalization 
significantly decreased, and body appreciation, functionality appreciation, IE (i.e., IES-2 total 
score) and its subscales, and satisfaction with life significantly increased from pre-test to both 
post-test and follow-up. All effect sizes were large, ranging from d=.82 (i.e., IES-2 unconditional 
permission to eat subscale at post-test) to 1.49 (i.e., IES-2 reliance on physical cues at follow-
up). Binge and LOC eating decreased significantly from pre-test to post-test and pre-test to 
follow-up (all p<.001); on average, rates decreased by 41 and 42%, respectively, at post-test and 
45 and 47% at follow-up. There was no significant difference in frequency of driven exercise 
from pre-test to post-test (p=.21), but a significant reduction from pre-test to follow-up (p<.001). 
From pre-test to follow-up, rates decreased by 77% on average.
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Table 22 
Linear Mixed Models with Baseline Observation Carried Forward 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note. EDDS-5=Eating Disorder Diagnostic Scale-5; Eating Disorder Examination-Questionnaire=EDE-Q; IES-2=Intuitive Eating Scale-2. df=80 for 
group and df=62 for GSH except Weight Bias Internalization, which was df=60; Cohen’s (1988) conventions for interpreting d effect sizes are 
.20=small, .50=medium, .80=large.  
    Post  FU   
Group ICC(1) SE  b (SE) t p d  b t p d  r2 
EDDS .46 3.15  -13.38 -4.24 <.001 .95  -15.88 -5.04 <.001 1.13  .12 
EDE-Q Global .61 .15  -.63 -4.27 <.001 .96  -.78 -5.30 <.001 1.18  .08 
Restraint .67 .14  -.74 -5.43 <.001 1.21  -.65 -4.73 <.001 1.06  .09 
Body Dissatisfaction .72 .20  -.49 -2.40 .02 .54  -.81 -4.01 <.001 .90  .05 
Body Appreciation .80 .09  .23 2.72 .01 .61  .27 3.19 .002 .71  .02 
Functionality Appreciation .77 .06  .20 3.13 .002 .70  .11 1.79 .08 .40  .02 
IES-2 Total .70 .08  .38 5.04 <.001 1.13  .33 4.36 <.001 .98  .07 
Unconditional Permission .77 .09  .31 3.47 <.001 .78  .32 3.58 <.001 .80  .03 
Eating for Physical Reasons .82 .10  .39 3.84 <.001 .86  .17 1.63 .11 .36  .02 
Reliance on Physical Cues .61 .12  .47 4.10 <.001 .92  .53 4.57 <.001 1.02  .08 
Body-Food Choice Congruence .72 .12  .30 2.52 .01 .56  .38 3.15 .002 .71  .03 
Satisfaction with Life .75 .81  1.38 1.71 .09 .38  2.85 3.54 <.001 .79  .03 
Weight-Bias Internalization .82 .13  -.51 -3.96 <.001 .88  -.46 -3.55 <.001 .79  .03 
    Post  FU   
GSH ICC(1) SE  b (SE) t p d  b t p d  r2 
EDDS .61 2.06  -11.09 -5.37 <.001 .88  -14.72 -7.13 <.001 1.43  .12 
EDE-Q Global .78 .14  -.74 -5.28 <.001 1.34  -.80 -5.73 <.001 1.45  .09 
Restraint .72 .13  -.58 -4.45 <.001 1.13  -.71 -5.44 <.001 1.38  .09 
Body Dissatisfaction .80 .18  -.82 -4.62 <.001 1.17  -.87 -4.89 <.001 1.24  .06 
Body Appreciation .77 .11  .46 4.26 <.001 1.08  .59 5.46 <.001 1.39  .08 
Functionality Appreciation .84 .08  .29 3.76 <.001 .96  .34 4.43 <.001 1.13  .04 
IES-2 Total .69 .08  .54 6.82 <.001 1.74  .55 6.96 <.001 1.77  .18 
Unconditional Permission .58 .12  .37 3.21 .002 .82  .38 3.31 .002 .84  .06 
Eating for Physical Reasons .68 .13  .54 4.08 <.001 1.04  .55 4.14 <.001 1.05  .07 
Reliance on Physical Cues .53 .13  .74 5.59 <.001 1.42  .77 5.87 <.001 1.49  .18 
Body-Food Choice Congruence .60 .13  .51 3.97 <.001 1.01  .47 3.72 <.001 .94  .08 
Satisfaction with Life .79 .88  3.03 3.45 .001 .88  3.77 4.30 <.001 1.09  .05 
Weight-Bias Internalization .84 .14  -.65 -4.54 <.001 1.17  -.65 -4.54 <.001 1.17  .05 
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Table 23 
 
Linear Mixed Models without Imputation-Group 
Note. Functionality Appreciation was underpowered at 76%. All other analyses were powered >80%. 
Table 24 
 
Linear Mixed Models without Imputation-GSH 
   Post  FU 
Group ICC(1)  b  SE df t p d  b SE df t p d  r2 
EDDS .28  -15.85 4.37 56.56 -3.63 <.001 .96  -19.49 4.43 57.01 -4.40 <.001 1.16  .17 
EDE-Q Global .55  -.93 .20 53.55 -4.57 <.001 1.25  -1.16 .21 53.67 -5.61 <.001 1.53  .18 
Restraint .50  -1.15 .19 54.28 -6.30 <.001 1.71  -.96 .19 54.45 -5.19 <.001 1.40  .24 
Body Dissatisfaction .39  -.67 .30 56.85 -2.27 .03 .60  -1.18 .30 57.13 -3.93 <.001 1.04  .11 
Body Appreciation .70  .32 .13 52.31 2.46 .02 .68  .38 .13 52.35 2.90 .005 .80  .04 
Functionality Appreciation .60  .29 .10 54.81 3.02 .004 .82  .13 .10 54.90 1.33 .19 .36  .05 
IES-2 Total .58  .55 .11 52.03 5.19 <.001 1.43  .46 .11 52.14 4.28 <.001 1.18  .15 
Unconditional Permission .60  .54 .13 53.43 4.09 <.001 1.11  .53 .13 54.52 3.95 <.001 1.07  .11 
Eating for Physical Reasons .72  .57 .15 50.96 3.74 <.001 1.05  .22 .16 50.99 1.43 <.001 .40  .05 
Reliance on Physical Cues .34  .56 .17 47.37 3.30 .002 .95  .64 .17 47.74 3.69 .16 1.06  .13 
Body-Food Choice Congruence .54  .41 .18 53.89 2.27 .03 .62  .51 .18 54.02 2.81 <.001 .76  .05 
Satisfaction with Life .64  1.84 1.20 55.91 1.54 .13 .41  4.28 1.21 55.97 3.53 .007 .94  .06 
Weight-Bias Internalization .73  -.76 .19 51.48 -4.00 <.001 1.11  -.66 .19 51.51 -3.42 <.001 .95  .07 
     Post  FU   
GSH ICC(1) SE df  b t p d  b t p d  r2 
EDDS .44 2.63 54.50  -10.87 -4.14 <.001 1.12  -16.95 -6.45 <.001 1.75  .24 
EDE-Q Global .70 .16 53.70  -.94 -6.08 <.001 1.66  -1.02 -6.56 <.001 1.79  .18 
Restraint .50 .15 53.20  -.74 -5.04 <.001 1.38  -.89 -6.09 <.001 1.67  .18 
Body Dissatisfaction .75 .20 54.01  -1.04 -5.19 <.001 1.41  -1.10 -5.48 <.001 1.49  .11 
Body Appreciation .70 .12 52.25  .58 4.71 <.001 1.30  .73 5.98 <.001 1.66  .14 
Functionality Appreciation* .78 .09 50.21  .35 3.98 <.001 1.12  .41 4.67 <.001 1.32  .07 
IES-2 Total .62 .08 55.92  .67 8.03 <.001 2.15  .68 8.19 <.001 2.19  .31 
Unconditional Permission .46 .13 55.33  .46 3.49 <.001 .94  .48 3.59 <.001 .97  .11 
Eating for Physical Reasons .57 .15 54.95  .70 4.69 <.001 1.27  .71 4.76 <.001 1.28  .15 
Reliance on Physical Cues .36 .14 56.53  .92 6.49 <.001 1.73  .97 6.81 <.001 1.81  .34 
Body-Food Choice Congruence .58 .15 54.26  .54 3.74 <.001 1.02  .51 3.48 .001 .94  .09 
Satisfaction with Life .73 1.01 53.15  3.78 3.75 <.001 1.03  4.66 4.63 <.001 1.27  .08 
Weight-Bias Internalization .79 .16 53.17  -.77 -4.91 <.001 1.35  -.77 -4.91 <.001 1.35  .07 
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Models without imputation. See Tables 23 (group) and 24 (GSH) for an overview of 
results of models estimated using all available data with maximum likelihood estimation. 
 Group. Parameters were estimated based on 40 baseline, 25 post-test, and 24 follow-up 
observations. From pre-test to both post-test and follow-up, there were significant reductions in 
DEBs, body dissatisfaction, and weight-bias internalization, and significant increases in body 
appreciation, IES-2 total score, and the UPC, RPC, and BFC IES-2 subscales. Although both 
functionality appreciation and the IES-2 EPR subscale increased significantly from pre-test to 
post-test (p=.004 and <.001, respectively), the effects were no longer significant at follow-up 
(p=.19 and .16, respectively). Conversely, although there was no significant difference in 
satisfaction with life at post-test, there was a significant increase from pre-test to follow-up 
(p<.001). Significant effect sizes ranged from medium (e.g., body dissatisfaction at post, d=.60) 
to large (e.g., EDE-Q global score at follow-up, d=1.53). The models accounted for between 4-
24% (i.e., functionality appreciation and restraint, respectively) of the variance in DVs over time.  
Binge eating, LOC eating, and driven exercise decreased significantly from pre-test to post-test 
and pre-test to follow-up (all ps<.001). On average, behavior rates decreased by 61-68% (i.e., 
LOC eating and driven exercise, respectively) at post-test, and by 56-71% (i.e., driven exercise 
and binge eating) at follow-up. 
 GSH. Parameters were estimated based on 31 baseline and 26 post-test and follow-up 
observations. From pre-test to both post-test and follow-up, all measures significantly changed in 
the hypothesized directions. That is, DEBs, restraint, body dissatisfaction, and weight-bias 
internalization significantly decreased and body appreciation, functionality appreciation, the IES-
2 total score and subscales, and satisfaction with life significantly increased. All significant 
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effect sizes were large (from d=.94-2.19). The models accounted for between 7-31% (i.e., 
functionality appreciation and IES-2 total score, respectively) of the change in DVs over time. 
Binge eating, LOC eating, and driven exercise decreased significantly from pre-test to post-test 
(ps=.01 to <.001) and pre-test to follow-up (all ps<.001). Behavior rates decreased by 44-75% 
(i.e., driven exercise and LOC eating, respectively) at post-test and by 76-94% (i.e., binge eating 
and driven exercise, respectively) at follow-up. 
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Table 25 
 
Linear Mixed Models with Group Treatment Completers 
Note. Functionality appreciation was slightly underpowered at 79%. All other analyses were powered at >80%.  
 
Table 26 
 
Linear Mixed Models with GSH Treatment Completers 
 
 
 
 
 
 
 
 
 
 
 
 
Note. df=52.  
   Post  FU 
Group ICC(1)  b  SE df t p d  b SE df t p d  r2 
EDDS .24  -21.40 4.50 49.04 -4.76 <.001 1.36  -25.01 4.56 49.54 -5.49 <.001 1.56  .27 
EDE-Q Global .49  -1.00 .21 49.08 -4.85 <.001 1.38  -1.23 .21 49.38 -5.86 <.001 1.67  .22 
Restraint .44  -1.18 .19 49.24 -6.34 <.001 1.81  -1.00 .19 49.58 -5.27 <.001 1.50  .26 
Body Dissatisfaction .35  -.78 .31 48.91 -2.53 .01 .72  -1.28 .31 49.31 -4.13 <.001 1.18  .13 
Body Appreciation .65  .37 .13 49.04 2.82 .007 .80  .43 .13 49.24 3.24 .002 .92  .06 
Functionality Appreciation .57  .32 .10 49.13 3.26 .002 .93  .16 .10 49.38 1.61 .11 .46  .06 
IES-2 Total .49  .61 .11 49.10 5.67 <.001 1.62  .52 .11 49.40 4.76 <.001 1.36  .21 
Unconditional Permission .57  .50 .14 49.17 3.71 <.001 1.06  .49 .14 49.42 3.59 <.001 1.02  .10 
Eating for Physical Reasons .64  .63 .15 49.14 4.05 <.001 1.16  .28 .16 49.34 1.76 .09 .50  .08 
Reliance on Physical Cues .22  .75 .17 49.28 4.52 <.001 1.29  .83 .17 49.78 4.90 <.001 1.39  .24 
Body-Food Choice Congruence .49  .48 .19 48.50 2.60 .01 .75  .58 .19 48.80 3.10 .003 .89  .07 
Satisfaction with Life .64  2.20 1.24 49.12 1.78 .08 .51  4.64 1.26 49.32 3.70 <.001 1.05  .06 
Weight-Bias Internalization .67  -.81 .19 48.90 -4.23 <.001 1.21  -.71 .20 49.08 -3.65 <.001 1.04  .09 
    Post  FU   
GSH ICC(1) SE  b  t p d  b t p d  r2 
EDDS .42 2.66  -9.69 -3.64 <.001 1.01  -15.77 -5.93 <.001 1.64  .21 
EDE-Q Global .69 .16  -.88 -5.64 <.001 1.57  -.96 6.12 <.001 1.70  .16 
Restraint .59 .15  -.69 -4.71 <.001 1.31  -.85 -5.75 <.001 1.60  .17 
Body Dissatisfaction .76 .20  -.98 -4.85 <.001 1.35  -1.04 -5.14 <.001 1.43  .10 
Body Appreciation .65 .12  .55 4.94 <.001 1.25  .71 5.76 <.001 1.60  .14 
Functionality Appreciation* .68 .19  .34 3.90 <.001 1.08  .40 4.60 <.001 1.28  .09 
IES-2 Total .64 .09  .65 7.61 <.001 2.11  .66 7.76 <.001 2.15  .27 
Unconditional Permission .46 .15  .44 3.29 .002 .91  .46 3.38 .001 .94  .10 
Eating for Physical Reasons .56 .15  .64 4.23 <.001 1.17  .65 4.30 <.001 1.19  .12 
Reliance on Physical Cues .36 .15  .88 6.01 <.001 1.67  .92 6.32 <.001 1.75  .30 
Body-Food Choice Congruence .63 .15  .60 4.10 <.001 1.14  .56 3.84 <.001 1.07  .11 
Satisfaction with Life .71 1.01  3.62 3.57 <.001 .99  4.50 4.44 <.001 1.23  .08 
Weight-Bias Internalization .82 .16  -.74 -4.70 <.001 1.31  -.74 -4.70 <.001 1.31  .07 
120 
 
Treatment completers. See Tables 25 (group) and 26 (GSH) for an overview of results. 
See Table 27 for an overview of count model results. 
 Group. Twenty-five women completed the program and were considered treatment 
completers. Results largely mirrored LMMs estimated with all available data. That is, all effects 
were in the hypothesized directions and maintained over follow-up, with the exception of 
functionality appreciation and eating for physical reasons (i.e., IES-2 EPR), which significantly 
increased by post-test, but attenuated to non-significance at follow-up (p=.11 and .09, 
respectively). Additionally, although there was not a significant change in satisfaction with life at 
post-test (p=.08), the increase was significant at follow-up (p<.001). Significant effect sizes 
ranged from medium (e.g., d=.72, body dissatisfaction at post-test) to large (e.g., d=1.67, EDE-Q 
global score at follow-up). The models accounted for between 6-27% (i.e., satisfaction with life 
and EDDS, respectively) of the change in DVs over time. Binge eating, LOC eating, and driven 
exercise decreased significantly from pre-test to post-test and pre-test to follow-up (all ps<.001). 
At post-test, rates in behaviors decreased by 61% (i.e., LOC eating) to 68% (i.e., driven 
exercise), and at follow-up by 56% (i.e., driven exercise) to 69% (i.e., binge eating).  
 GSH. Twenty-six women completed the program and were included in analyses. Similar 
to the LMMs estimated with all available data, all effects were in the hypothesized directions, 
and were significant from pre-test to both post-test and follow-up. All significant effect sizes 
were large, ranging from d=.91 to 2.15 (i.e., IES-2 unconditional permission to eat subscale and 
IES-2 total score, respectively). The models accounted for between 7-30% (i.e., weight-bias 
internalization and IES-2 reliance on physical cues subscale, respectively) of the change in DVs 
over time. Binge and LOC eating decreased significantly from pre-test to post-test and pre-test to 
follow-up (all p<.001). There was no significant difference in frequency of driven exercise from 
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pre-test to post-test (p=.13), but a significant reduction from pre-test to follow-up (p<.001). At 
post-test, rates in behaviors decreased by 24% (i.e., driven exercise) to 66% (i.e., LOC eating), 
and at follow-up by 69% (i.e., binge eating) to 93% (i.e., driven exercise). 
Between-group differences. A series of exploratory LMMs examined potential outcome 
differences between group and GSH participants. There was a significant time by condition 
interaction on the EDDS, with the second model providing a better fit to the data, Δχ2(3)=8.48, 
p=.04. Specifically, women in the group condition evidenced a significantly larger decrease in 
the EDDS composite (mean change=-21.40) than women in the GSH condition (mean change=-
9.69) from pre-test to post-test. However, this effect was not observed from pre-test to follow-up. 
This suggests by two-month follow-up, participants reported similar decreases in DEBs.  
Although there was a significant time by condition interaction from pre-test to post-test 
on restraint and body dissatisfaction, with women in group reporting greater decreases in 
restraint (mean change=1.12 vs. 81), but smaller decreases in body dissatisfaction (mean 
change=.61 vs. 1.21), these effects were not significant at follow-up. Additionally, the Δχ2 tests 
were not significant (p=.20), indicating the first models provided better fits to the data. 
There were no significant differences between conditions over time on the EDE-Q global score, 
body appreciation, functionality appreciation, IES-2 and its subscales, satisfaction with life, or 
weight-bias internalization. Additionally, there were no significant time by condition interactions 
for frequency of binge or LOC eating. However, there were significant interaction effects on 
driven exercise frequency at post-test and follow-up, such that women in the GSH condition 
reported significantly smaller changes in driven exercise at post-test (b=.88, SE=.32, p=.007), 
but greater changes from pre-test to follow-up (b=-1.84, SD=.52, p<.001). This suggests that the 
trajectory of change in exercise behaviors differed between groups.   
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Table 27 
 
Count Models for Disordered Eating Frequency over Time 
 BOFC Without Imputation Treatment Completers 
 Post FU Post FU Post FU 
Group 
b 
(SE) 
RR 
95% CI 
b 
(SE) 
RR 
95% CI 
b 
(SE) 
RR 
95% CI 
b 
(SE) 
RR 
95% CI 
b 
(SE) 
RR 
95% CI 
b 
(SE) 
RR 
95% CI 
Binge 
-.44** 
(.12) 
.64 
[.51, .82] 
-.53** 
(.13) 
.59 
[.46, .75] 
-1.00** 
(.18) 
.37 
[.26, .51] 
-1.25** 
(.20) 
.29 
[.19, .43] 
-.94* 
(.19) 
.39 
[.27, .56] 
-1.18** 
(.21) 
.31 
[.21, .46] 
LOC Eating 
-.48** 
(.14) 
.62 
[.47, .81] 
-.48** 
(.14) 
.62 
[.46, .81] 
-.95** 
(.20) 
.39 
[.26, .58] 
-.91** 
(.20) 
.40 
[.28, .60] 
-.95** 
(.21) 
.39 
[.25, .59] 
-.91** 
(.21) 
.40 
[.26, .60] 
Driven Exercise 
-.57** 
(.18) 
.57 
[.41, .81] 
-.46* 
(.17) 
.63 
[.45, .89] 
-1.14** 
(.26) 
.32 
[.20, .52] 
-.81** 
(.23) 
.44 
[.28, .70] 
-1.15** 
(.27) 
.32 
[.20, .53] 
-.82** 
(.24) 
.44 
[.28, .69] 
GSH             
Binge 
-.55** 
(.13) 
.58 
[.44, .74] 
-.61** 
(.13) 
.55 
[.42, .71] 
-1.28** 
(.18) 
.28 
[.20, .40] 
-1.42** 
(.19) 
.24 
[.17, .35] 
-1.03** 
(.19) 
.36 
[.25, .51] 
-1.18** 
(.20) 
.31 
[.21, .45] 
LOC Eating 
-.53** 
(.14) 
.59 
[.44, .77] 
-.64** 
(.15) 
.53 
[.39, .71] 
-1.37** 
(.20) 
.25 
[.17, .37] 
-1.69** 
(.24) 
.18 
[.12, .29] 
-1.08** 
(.22) 
.34 
[.23, .52] 
-1.40** 
(.24) 
.25 
[.16, .40] 
Driven Exercise 
-.19 
(.15) 
.83 
[.63, 1.11] 
-1.11** 
(.20) 
.33 
[.22, .49] 
-.42* 
(.17) 
.66 
[.48, .91] 
-2.82** 
(.46) 
.06 
[.02, .16] 
-.27 
(.18) 
.76 
[.54, 1.08] 
-2.67** 
(.46) 
.07 
[.03, .18] 
Note. BOFC=Baseline observation carried forward; LOC eating=Loss-of-control-eating; RR=Rates Ratio; FU=2-month follow-up. *p<.01, **p<.001
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Mediators and Moderators of Treatment Effects 
Bivariate correlations examined if baseline ED severity, IE, or weight-bias internalization 
were associated with DEB or IE change from pre-test to follow-up. Greater weight-bias 
internalization (r=-.28, p=.05) and lower IE (r=.44, p=.001) were associated with larger 
decreases in EDE-Q global scores over time. That is, individuals with higher weight-bias 
internalization at baseline evidenced larger decreases in EDE-Q global scores. However, 
individuals with greater IE levels at baseline evidenced smaller decreases in EDE-Q scores. 
Greater EDDS (r=-.87, p<.001) and EDE-Q scores (r=-.46, p<.001) were associated with greater 
improvements in EDDS and EDE-Q scores, respectively, over time. Similarly, those lower in IE 
at baseline demonstrated greater improvements in IE over time (r=.44, p<.010).  
Attendance was tested as a moderator of change in DEBs (i.e., EDDS total score, EDE-Q 
global score) and IES-2 total score by condition and overall. However, the interaction effect of 
time by attendance was not significant in any models. 
Intuitive eating was a significant mediator of the change in both EDDS total score (β=-
.16, b=-.45, SE=.14, 95%CI[-23.37, -52.54], p=.001) and EDE-Q global score from pre-test to 
follow-up, (β=-.40, b=-.04, SE=.009, 95%CI[-.73, -.21], p<.001). For both models, there was a 
significant positive direct effect of time on IES-2 scores (ps<.001), and a significant negative 
direct effect of IE on DEBs (ps<.001) suggesting as IES-2 scores increased, DEBs decreased. 
The significant indirect effect suggests that the decrease in DEBs over time was partially 
explained by an increase in IE. 
Fidelity 
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 Group. Sessions were randomly selected to be rated for fidelity and reliability of fidelity 
ratings; eight group sessions, two per group (25%), were rated for fidelity, and two for reliability 
(25%). Across sessions, raters indicated 100% of content was covered in session. 
 Raters also rated more subjective aspects of session. Across all rated sessions, 100% 
agreed leaders were validating, warm, and reframed or redirected participants when necessary 
most or all of the time. Seven of eight ratings indicated leaders seemed knowledgeable about IE 
principles and did not reinforce diet culture most or all of the time. Reliability of group session 
ratings indicated 100% agreement, κ=1.0. 
 GSH. Two sessions per participant (25%) were rated for fidelity (N=49), and 25% of 
those rated for reliability (n=13). Ratings indicated leaders did the following in applicable 
sessions: 95% provided an overview of the assigned chapter(s), 100% asked how self-study went 
that week, 98% asked participants which exercises were most helpful, 88% which exercises were 
least helpful, 100% assigned chapter(s) for the next week, 97% provided brief overview of the 
follow week’s content (when applicable), and 95% reminded participants of satisfaction surveys. 
All session 8 ratings indicated leaders discussed with participants how to continue progress after 
the program ended.  
 Raters also provided subjective ratings about each call. In 98% of sessions, raters 
perceived leaders were validating and warm, and in 100% seemed knowledgeable about IE 
principles, did not reinforce diet culture, and redirected participants when necessary. One leader 
was not rated as warm in two sessions, but both raters left qualitative comments that this seemed 
indicative of personality, rather than lack of fidelity to the intervention. Reliability was high, 
κ=.92. 
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Discussion 
 Undergraduate women engage in disordered eating at alarming rates (Eisenberg et al., 
2011; Lipson & Sonneville, 2017), which are comparable across racial and ethnic groups. 
Moreover, women with higher weights are especially vulnerable to disordered eating (Cheng et 
al., 2019; Kass et al., 2017; Lipson & Sonneville, 2017). Most affected individuals do not receive 
treatment, with the largest disparities in treatment-seeking and appropriate referrals observed in 
both women of color and those with higher weight status (Hart et al., 2011; Lipson et al., 2017; 
Sonneville & Lipson, 2018). College campuses often lack resources to meet the demand for 
treatment, underscoring the urgent need for more accessible and affordable approaches (Lipson 
et al., 2017). Prevailing intervention approaches have limitations that could exacerbate these 
disparities. For instance, women at higher weights are sometimes excluded from prevention 
programs, and are often referred to weight loss treatment, which is contraindicated for disordered 
eating (Hart et al., 2011; Lebow & Sim, 2017; Stice et al., 2003). The ED prevention program 
with the largest amount of empirical support, the Body Project, targets reduction of thin-ideal 
internalization, despite evidence Black and Latina women often have heavier or curvier body 
ideals (Overstreet et al., 2010; Romo et al., 2016), but comparable DEB rates. Finally, treatment 
approaches often differ based on symptomatology (e.g., FBT for AN and CBT for BED; Vocks 
et al., 2009; Watson & Bulik, 2013). However, disordered eating is often chronic and symptom 
crossover is common (Ackard et al., 2011; Pearson et al., 2017). Thus, a transdiagnostic 
secondary prevention approach could enhance outcomes by targeting the spectrum of DEBs. 
 Intuitive eating (IE) is an approach with potential to address some of these limitations 
(Tribole & Resch, 2012). For instance, IE is weight-neutral, and focuses on health behaviors 
rather than body shape or size (Bacon et al., 2011). Additionally, rather than targeting specific 
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body ideals, IE emphasizes body respect and increasing body functionality appreciation (Alleva, 
Veldhuis, & Martijn, 2016; Tribole & Resch, 2012). Finally, IE encourages eating according to 
hunger and satiety cues and how foods feel in the body, and finding ways to cope with emotions 
without using DEBs (Tribole & Resch, 2012). Thus, its principles are not limited to specific 
behaviors, which could make it appropriate for addressing the DEB spectrum. Despite abundant 
promising cross-sectional data of IE’s associations with lower DEBs, body dissatisfaction, 
depression, and anxiety, and higher body appreciation, physical activity, and self-esteem, there is 
a dearth of intervention work, and none published with college women (Clifford et al., 2015; 
Schaefer & Magnuson, 2014). Thus, the purpose of the current study was to evaluate the 
feasibility, acceptability, and preliminary efficacy of an IE intervention for diverse college 
women engaging in the spectrum of DEBs, delivered through two modalities more accessible 
and affordable than individual therapy: group and GSH. We hypothesized both conditions would 
be feasible, as evidenced by >75% attendance and >80% retention, and leader weekly surveys. 
Moreover, we expected both conditions would be acceptable, as evidenced by aggregative 
positive ratings (i.e., ≥4.0) on weekly participant and leader surveys. Finally, we hypothesized 
both conditions would demonstrate preliminary efficacy through reductions in DEBs, body 
dissatisfaction, and weight-bias internalization, and improvements in body appreciation, IE, and 
satisfaction with life from pre-test to two-month follow-up. An exploratory aim was to examine 
potential moderators (e.g., baseline DEBs severity, attendance) and mediators (e.g., IE changes 
over time) of DEBs reduction.  
Feasibility 
 Recruitment. Overall, recruitment was highly feasible; 139 individuals completed 
screening measures, with the daily campus student email, flyers posted around campus, and 
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presentations to psychology courses the most successful recruitment methods. Of those who 
screened, almost three-quarters were eligible, and 70% of eligible women completed pre-test 
measures. Thus, the recruitment target (N=60) was exceeded within the planned time-frame (two 
semesters). Moreover, an additional seven individuals completed screening measures after 
enrollment was closed, suggesting the feasibility of recruiting larger samples in the future.  
 Because racial and ethnic minority women are less likely to seek or receive treatment 
despite comparable DEB rates (e.g., Becker et al., 2003; Lipson et al., 2017), recruiting a racially 
and ethnically diverse sample was a priority. Efforts made to achieve this aim included 
developing inclusive recruitment materials and advertising to student organizations such as the 
Office of Multicultural Studies. This aim was achieved, as over half of the sample identified as a 
racial or ethnic minority, and the proportions of Black, Asian, Latina, and multiracial women in 
the sample exceeded their representation in the general VCU population. Recruitment materials 
(see Appendix J) were intentionally developed to appeal to diverse women and be representative 
of IE principles. Perceptions of recruitment materials were not assessed, thus it is unclear if they 
attributed to recruitment success. It is recommended that future projects gather qualitative data 
from the targeted population to develop recruitment materials, and consider adding a question to 
the screening measure to assess perceptions of materials.  
 It is important to note nearly a quarter of individuals who screened were excluded on the 
basis of ED symptom severity. Ineligible individuals received a comprehensive list of local ED 
treatment resources, including doctors, dietitians, therapists, and treatment centers. However, 
most undergraduates exhibiting ED symptoms do not receive treatment (Lipson et al., 2017). 
This underscores the need for increased ED awareness, and more accessible and affordable 
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treatment options on or near college campuses, especially because young adulthood is a 
vulnerable time for the onset and worsening of DEBs and EDs (Lipson & Sonneville, 2017).  
 Attrition. There were significant differences in attrition between conditions. Almost one-
third of women randomized to group never attended a session. All women randomized to GSH 
attended the first phone call. There were no significant differences in ED symptoms or other 
outcomes between women who did and did not attend at least one session. Thus, the no-show 
rate does not seem attributable to baseline severity or other measured variables. Although all 
participants provided their typical semester schedule when completing baseline measures, the 
most common reason cited for not attending a session was scheduling. Despite repeated attempts 
to reach participants who did not attend, four never responded and were lost to follow-up.  
 Most participants attending at least one session in both conditions were retained through 
post-test. Three women attending at least one group session dropped, whereas five women 
attending at least one phone call dropped. Only two women, one in each condition, dropped after 
attending more than one session. Women who did not complete group had lower baseline 
severity as measured by the EDDS; thus, it is possible these women had lower motivation or 
lower treatment need than those who completed. Conversely, in the GSH condition, non-
completers had greater baseline body dissatisfaction, ED psychopathology as measured by the 
EDE-Q, and lower IE levels. It is possible GSH participants who dropped had greater 
ambivalence about engaging in treatment, or were seeking a higher intensity intervention.  
High dropout from group treatments is a well-known phenomenon (Bostwick, 1987). 
However, reasons for dropout vary widely by condition and type of treatment, and there are no-
known studies examining dropout within similar secondary ED prevention trials. In a study 
examining factors related to dropout from CBT treatment for BN, the only difference between 
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those who did and did not complete treatment was that non-completers evidenced greater 
difficulty trusting and relating to others (Blouin et al., 1995). In a study of attrition from a weight 
management intervention, non-completers had more previous weight loss attempts and lower 
quality-of-life at baseline. It is challenging to compare attrition in this trial to previous work, as 
they did not target IE, and most trials did not compare group and GSH formats of the same 
intervention. The attrition observed in the group condition (37.5%) appears higher than previous 
ED dissonance-based and Healthy Weight interventions. For instance, in an effectiveness trial of 
the Body Project across seven universities, 1% of randomized participants did not complete post-
test, and 5% one-year follow-up (Stice, Butryn, Rohde, Shaw, & Marti, 2013). In another trial 
with female undergraduates, attrition was 9% through post-test, and 17% through three-month 
follow-up (McMillan, Stice, & Rohde, 2011). Nevertheless, the group pretreatment attrition in 
the current trial (30%) appears comparable to that observed in treatment for anxiety disorders 
(30.4%; Issakidis & Andrews, 2004) and group-based therapy for cancer patients (28.1%; 
Applebaum et al., 2012). 
There are several potential reasons for the higher attrition observed in the group condition 
of this study than previous ED dissonance-based and Healthy Weight interventions. One, ED 
dissonance-based and Healthy Weight interventions are considerably shorter in duration, usually 
three to four sessions; thus they require less time commitment (e.g., Becker & Stice, 2017). Two, 
reported participant incentives were higher in these trials than in the current one in which 
participants were paid $5, $10, and $15 per assessment (compared with, for example, $30-150 
per assessment; Stice, Rohde, Butryn, Shaw, et al., 2015; Stice et al., 2006). Three, the inclusion 
criterion for ED dissonance-based and Healthy Weight interventions is generally the presence of 
body image concerns. In contrast, to be eligible for the current trial, participants had to exhibit 
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sub-threshold ED symptoms. Thus, women in this trial likely had a higher level of DEB acuity 
and might have had greater ambivalence about treatment, as is common in individuals with 
disordered eating (Denison-Day, Appleton, Newell, & Muir, 2018; Leavey, Vallianatou, 
Johnson-Sabine, Rae, & Gunputh, 2011).  
Evaluating the differential attrition observed in this intervention in relation to prior 
studies is also challenging, given the dearth of trials comparing individual and group modalities 
(Minniti et al., 2007). One study of dropout in obesity treatment found the opposite result of this 
study, with higher rates of attrition in individual treatment versus group (Minniti et al., 2007). 
However, that study had a wider age range (18 to 65), tested two different treatments, and was 
longer in duration (six months). In the current study, it is likely some women were hoping to 
receive the individual treatment, either because they were anxious about a group setting, or 
because of the flexibility of self-study. Several women expressed during group sessions and 
through exit questionnaires they had hoped to be randomized to GSH, but ultimately were 
grateful to be in group. Similarly, some women in the GSH condition reported they appreciated 
the flexibility of self-study, and one-one-one interaction with their coaches. Nevertheless, the 
high retention rate after session one favors the acceptability of each condition, but underscores 
the challenge of encouraging those randomized to group to attend the first session.  
Given the differential attrition observed in the first cohort, women were over-randomized 
to group in the second cohort. Information on the group condition was added to the email women 
received with their assignment, including frequently asked questions and concerns. This email 
attempted to normalize potential fears associated with attending a group, and emphasized the 
voluntary nature of participation. In the second cohort, though six of twenty-five women 
randomized to group did not attend a session, this proportion was somewhat smaller (24%) than 
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it was in the first cohort (30%). Thus, it is possible the email contributed to the marginally 
improved retention. Nevertheless, better strategies are needed to attract participants to attend the 
first group session. One potential approach could be to inform participants of their assignments 
during the first session, rather than before. In exit questionnaires, some GSH participants and 
coaches suggested having the first GSH session in person to establish rapport. The differential 
attrition might be reduced if all participants expected the first session to be in-person. 
Nevertheless, this could have a rebound effect of increasing attrition in the GSH condition. 
Another strategy could be to inform participants of their assignment over the phone, so study 
staff could address questions and concerns, and perhaps engage in motivational interviewing, 
which has demonstrated efficacy in increasing the likelihood of first session attendance (Bean, 
Thornton, Jeffers, Gow, & Mazzeo, 2019) . 
 Attendance. As observed with retention, attendance was significantly higher in GSH.  
On average, randomized GSH participants and GSH treatment completers attended seven and 
seven-and-a-half calls, respectively. Attendance at each call was high (82% randomized and 94% 
of treatment completers). 
Due to pretreatment attrition, average group session attendance for all randomized 
participants was only 4.73 sessions, with only 49% of these individuals attending each session. 
However, group treatment completers attended six sessions on average, and 76% attended each 
group.  
Across both conditions, scheduling conflicts were most commonly cited as reasons for 
non-attendance. This could partially explain the lower attendance in the group condition, as it 
required an hour-and-a-half time commitment each week (plus time to travel to and from the 
group), relative to 20 minutes of structured time in GSH.  
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GSH self-study. On average, 74% of participants completed the session satisfaction 
surveys weekly, just below the proposed threshold of 75% completion. This percentage was 
likely impacted by only 47% of participants completing the survey for session 4, which occurred 
just before fall and spring breaks, and during midterms for many students. Because these surveys 
were anonymous, and completed online, completion could not be ensured. However, several 
steps were taken to increase the likelihood, including emailing the survey link at the end of each 
phone call and reminding participants to complete it as soon as possible. Additionally, reminder 
texts and emails for the next session included a link and reminder.  
Most participants who responded to the exit questionnaire reported that they read the 
material and completed the exercises before the phone calls the majority of the time. On average, 
participants spent on an hour-and-a-half completing the exercises and engaging in the phone 
calls. Qualitative feedback suggested the weekly phone calls encouraged accountability; some 
participants even recommended building in more accountability checks in future iterations, such 
as sending screenshots of completed exercises. However, it is possible these accountability 
checks could be aversive to some participants and impact attendance or attrition.  
There were two weeks (three and four) when participants were assigned two chapters of 
the workbook, because IE’s 10 principles were covered in eight weeks. Over a quarter of 
participants thought week three had too much content, and the majority (69%) perceived it was 
too much by week four. Weeks when participants were assigned only one chapter, the 
overwhelming majority perceived it was just enough content. Some leaders and participants 
expressed a desire for the intervention to be extended to ten weeks to avoid having multiple 
chapters in a week, and to provide more time with the content. 
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Leader feasibility ratings. Group sessions seemed highly feasible according to leader 
ratings. Very few modifications were recommended. All leaders agreed the last principle, gentle 
nutrition, needed additional time and coverage. However, they also acknowledged this topic 
might be too advanced for some participants. More specifically, the IE workbook has a quiz to 
determine if one is ready to consider nutrition in their food choices (Tribole & Resch, 2017). The 
most common reason for not being ready to address this topic is having a lingering diet mentality 
or food rules, which the authors posit could make it challenging to determine if an interest in 
nutrition is from a desire to be restrictive, or for health and well-being (Tribole & Resch, 2017).  
In weekly surveys, group leaders reported high comfort discussing session content. There 
were a few instances of leaders reporting they were “somewhat” comfortable discussing the 
content, but there was no pattern to these responses, nor any feedback clarifying what factors 
reduced comfort. In the exit questionnaire, all leaders strongly agreed they felt prepared to 
deliver the intervention and felt comfortable speaking about the topics. This suggests training 
and supervision were adequate to deliver the intervention. 
Similar results emerged for GSH. In weekly surveys, over 90% of the time GSH leaders 
rated they were comfortable answering participants’ questions. Qualitative feedback indicated 
that discomfort arose from being unsure how much to explore sensitive topics within the short 
time frame, rather than from lack of IE knowledge. In the exit questionnaire, all leaders agreed 
they felt prepared to deliver the intervention and were comfortable speaking about IE topics. 
Fidelity. All content was covered in the group sessions, exceeding the proposed metric of 
>75% material covered in time allotted. Moreover, raters perceived both group and GSH leaders 
were knowledgeable about IE principles and thought they redirected participants when 
necessary. Phone calls were less structured than group sessions; however, the majority of the 
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time (>95%), GSH leaders adhered to general guidelines, such as briefly reviewing the chapter, 
asking how self-study went that week, inquiring about helpful chapters, and assigning the next 
week’s content, again surpassing the >75% metric. In all sessions, leaders followed the general 
structure; however, for less than 5% of the time, leaders followed all but one guideline, such as 
not asking about the least helpful exercises. 
Summary of feasibility. Based on attrition and retention data, GSH appeared to be the 
more feasible condition, as it exceeded proposed metrics of >80% retention and >75% 
attendance. The group condition met these metrics only when excluding participants who never 
attended. When including women who attended at least the first session, 89% were retained, and 
76% attended each session on average. Thus, after session 1, both conditions appeared 
comparable in feasibility. 
Leader weekly surveys and exit questionnaires also supported the feasibility of each 
condition. However, informal discussions during supervision suggested the group condition was 
more feasible for leaders. Leaders in the group condition discussed that having a co-leader 
reduced stress and insecurity. Moreover, the manual provided structure and education for each 
session. Phone calls were more open-ended and had less structure than group sessions. Although 
phone calls were shorter, GSH leaders did not have the support or assistance of a co-leader. 
Accordingly, GSH leaders perceived IE knowledge was especially important, as there was not 
another person to fill in anything they might have missed, or answer tough questions. Finally, the 
GSH condition required more leaders to serve the same number of participants as the group 
condition. Whereas only two leaders were needed for a group of 6-10 women for 1.5 hours 
weekly, six phone calls required three hours of GSH leader time. Due to the time burden for 
GSH leaders in the first cohort, two more leaders were added to the second cohort. Thus, 
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although pretreatment attrition and attendance were inferior in the group condition, it is likely a 
more affordable intervention. That is, more women could be served by fewer providers, with 
potentially less training required to implement.  
 All group leaders had some background knowledge of IE prior to training, whereas two 
of the GSH leaders were unfamiliar with IE before training commenced. Thus, considerable IE 
training and ongoing, weekly supervision was necessary to ensure fidelity. The two GSH leaders 
who were new to IE discussed in their exit questionnaires that the learning curve initially felt 
steep. However, they also expressed appreciation for the in-depth training and feedback each 
week during supervision, and felt it increased their competence. Despite these differences in 
prior IE knowledge, fidelity was high in both conditions.  
 It is possible GSH feasibility could be improved by reducing the contact time and level of 
support provided by the leaders. Indeed, when assessing the effectiveness of the Body Image 
workbook, leader contact time was reduced from the first to second trial (Cash & Lavallee, 1997; 
Grant & Cash, 1995). In the first trial, similar to this study, women met individually for up to 20 
minutes with study leaders (undergraduate and doctoral psychology students), who gave and 
reviewed the assignments and socially reinforced compliance (Grant & Cash, 1995). In the 
second trial, participants had a 5- to 10-minute phone call with a doctoral-level psychology 
student (Cash & Lavallee, 1997). Both trials demonstrated comparable improvements in body 
image. Thus, future iterations of this intervention might consider testing a lower-intensity version 
of the GSH condition, with shorter phone calls with less support. However, much of the 
qualitative feedback suggested both leaders and participants appreciated the length and 
supportive nature of the calls. Originally, the GSH condition was developed to parallel the 
modest contact of Cash’s first trial (Grant & Cash, 1995). That is, leaders were instructed to 
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check in on completion of self-study and helpful/unhelpful exercises, answer questions, and 
assign content. However, leaders quickly noticed participants seemed to need (and appeared to 
benefit from) more support. Indeed, as noted below, the most helpful aspects of calls endorsed by 
participants were processing with their coaches and receiving guidance. It is possible more 
support is needed with this intervention, because IE is still relatively novel and runs counter to 
dominant paradigms, like behavioral weight loss, which are likely more familiar to participants 
(Tribole & Resch, 2017). Nevertheless, we did not formally assess whether increased support 
helped explain improvement in study outcomes. As a reduced-contact GSH intervention might 
be more feasible (e.g., less time and training required of leaders), and thus more affordable, it is 
recommended future trials assess whether it would yield comparable ED symptom reduction and 
IE improvement. 
Acceptability 
 Group. Both weekly satisfaction surveys and exit questionnaires supported the 
acceptability of the group condition. On weekly satisfaction surveys, no topics were rated as 
unhelpful, and the overwhelming majority rated all topics as very helpful. Similarly, most 
(>90%) perceived the information was easy to understand, the homework was helpful, and most 
enjoyed each session. Comfort with other group members was high, and improved over time. 
Qualitative responses demonstrated comfort arose from a feeling of shared experience and the 
open, accepting environment. Ratings of group leaders were overwhelmingly positive, and also 
improved over time. Group members described the leaders as open, encouraging, caring, and 
respectful, and enjoyed when leaders shared some of their personal experiences.  
 The metric for proposed acceptability was aggregate ordinal responses of ≥ 4.0 on the 
exit questionnaire, which would reflect an average rating of agree or strongly agree, with 
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supporting qualitative feedback. This metric was surpassed (M=4.55); >90% enjoyed attending 
sessions, agreed topics were relevant, were comfortable with group members, perceived support 
was a valuable part of group, felt comfortable with the leaders, and thought leaders were 
knowledgeable and supportive. Moreover, all participants would recommend the group to other 
women. Generally, qualitative responses corroborated the positive feedback. All participants 
agreed the program impacted their lives in positive ways. Regarding the structure of the 
intervention, most felt the number, frequency, and length of sessions was just right. Three 
wanted more sessions and eight thought the sessions were too long. Some reported a preference 
for hour-long sessions.  
 Similarly, acceptability was high amongst group leaders. There were no sessions leaders 
rated they did not enjoy, and most greatly enjoyed them. The sessions with the most ratings of 
somewhat enjoy were those with the smallest group numbers, likely due to the timing of the 
session during the semester. All leaders strongly agreed IE is a legitimate approach to improving 
body image and eating behaviors, and three of four indicated their involvement had a positive 
impact personally as well as professionally. Finally, group leaders perceived group members 
both enjoyed and benefitted from sessions, particularly after the first session. During the first 
session, leaders noted some defensiveness from participants, which they observed began to 
dissipate by the second week. This could be related to the dissonance produced in the first 
session, when participants were encouraged to explore their dieting histories, and associated 
costs. 
 GSH. Similar to group, satisfaction surveys and exit questionnaires supported the 
acceptability of the GSH condition. On satisfaction surveys, there was consensus that the 
chapters were somewhat or very helpful; only one participant reported finding chapter one not at 
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all helpful. The most acceptable chapters were about hunger, making peace with food and 
challenging the food police, and body image. The chapters on fullness, satisfaction, and exercise 
were acceptable, but had lower proportions of very helpful ratings relative to the others. Phone 
call enjoyment was high, and increased over time. Processing the content and its personal 
applicability were the aspects cited as most helpful each week. Participants also appreciated the 
guidance, validation, and encouragement provided by their coaches, and many highlighted goal-
setting as helpful. On a few occasions, participants referenced wanting more time or call issues. 
Most felt very comfortable with their coaches. The most commonly cited reasons for feeling 
comfortable were kindness, listening skills, enthusiasm, empathy, and non-judgment of the 
coaches. 
As with group, acceptability was proposed as an average response of agree or strongly 
agree on the exit questionnaire (i.e., ≥4.0), with supporting qualitative feedback; this metric was 
surpassed (M=4.22). Almost all (>90%) enjoyed self-study and calls, and agreed topics were 
relevant and that IE is a legitimate approach to improving body image and eating behaviors. 
Most agreed they were a more intuitive eater and more aware of their internal cues as a result of 
their participation. This awareness was cited as the most important thing learned in the program. 
Additionally, the overwhelming majority felt comfortable with their coaches, and perceived them 
as knowledgeable and supportive. All would recommend the program to other women. 
Most were satisfied with the structure of the program, perceiving the number, length, and 
frequency of calls were just right. However, qualitative feedback revealed five women desired 
more phone calls. Additionally, many perceived there was too much content to cover during 
weeks three and four, when two chapters were assigned.  
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 Acceptability was also high for GSH leaders. All agreed they felt prepared to deliver the 
intervention and comfortable speaking about the topics. Moreover, buy-in was high, with all 
endorsing IE as a legitimate approach to treating body image and eating concerns in young 
women. Qualitative feedback indicated all leaders enjoyed the role, particularly witnessing 
growth in their participants. Unique to GSH was the challenge of balancing processing the 
content with adhering to the 20-minute guideline. 
Summary of acceptability. Both conditions were considered acceptable by both 
participants and leaders. Nearly all participants and leaders endorsed enjoyment of and benefit 
from the intervention. Though no suggestions were endorsed by a majority of participants, a few 
were endorsed by a sizeable minority. For instance, eight group members suggested groups be 
shortened to an hour. Additionally, participants and leaders in both conditions thought it could be 
beneficial to extend the intervention to 10 weeks to avoid combining chapters and providing too 
much content. There are potential benefits and consequences of extending the intervention. 
Adding two sessions might make it more feasible to reduce group sessions to an hour, which 
could improve attendance. However, attrition, particularly pretreatment, was a challenge 
encountered with the group condition. It is possible requiring a lengthier time commitment could 
increase attrition. Another potential consequence of lengthening the intervention is the potential 
to reduce its scalability and affordability, as more sessions inherently require more resources 
(Kazdin & Blase, 2011). However, there is evidence more sessions can produce greater effects, 
particularly within selective prevention programs (Stice, Marti, Shaw, & Rohde, 2019; Stice et 
al., 2007). Future trials should consider comparing brief and extended versions of the 
intervention to assess the influence of duration on retention, attendance, and efficacy. 
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Finally, a small number of participants in both conditions suggested combining formats. 
For example, one suggested alternating in-person group meetings with individual phone calls. 
This would offer participants individualized and peer support, which could potentially bolster 
effects. Thus, assessing a hybrid approach is another avenue for future trials.  
Preliminary Efficacy 
 The primary hypotheses were that both conditions would yield significant reductions in 
DEBS (as measured by the EDDS and EDE-Q) and body dissatisfaction (EDE-Q), and 
improvements in intuitive eating (IES-2), body appreciation (BAS-2), satisfaction with life 
(SWLS), and weight-bias internalization (WBIS-M) from 0 to 8 weeks (post-test) and 16 weeks 
(follow-up). Additional analyses examined changes over time in the IES-2 subscales and body 
functionality appreciation (FAS), an emerging and promising area of positive body image 
literature (Alleva et al., 2017, 2016).  
  Group. All analytic approaches (i.e., BOFC, maximum likelihood estimation, and 
treatment completers only) revealed similar findings. The group intervention demonstrated 
preliminary efficacy in reducing DEBs, body dissatisfaction, and weight-bias internalization, and 
in improving body appreciation, overall IE and three of its subscales, and satisfaction with life. 
Effects were medium to large across models, with the largest effects observed on DEBs (EDDS, 
EDE-Q global score, and restraint), overall IES-2, and the reliance on physical cues subscale. 
Relative to established norms on the EDE-Q in undergraduate women, at pre-test group 
participants were above the 85th percentile on the global score and body dissatisfaction, and 75th 
on restraint (Luce et al., 2008). At follow-up, their scores were just above average, with global 
scores and restraint at the 60th percentile, and body dissatisfaction at the 55th (Luce et al., 2008). 
A recent large-scale survey found 49% of undergraduate women endorsed objective binge eating 
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(Lipson & Sonneville, 2017); in this study, endorsement of binge episodes was far above this 
level at pre-test (>75% of participants), but below (33%) at follow-up. Incidence of purging 
behaviors was average at pre-test (8%), but below average at post and follow-up (4%; Luce et 
al., 2008). 
The effect on functionality appreciation was no longer significant at follow-up. Given the 
high levels of body image concerns in college women (Luce et al., 2008), the session on body 
image was supplemented by an expressive writing activity with demonstrated efficacy in 
improving body functionality appreciation and decreasing self-objectification in this population 
(Alleva, Martijn, Van Breukelen, Jansen, & Karos, 2015; Alleva et al., 2016). The original 
program has three exercises, designed to be completed every two days over one week. Given this 
was a supplemental exercise added within a time-limited intervention, participants received all 
prompts, but were asked to complete only the first as homework. They were encouraged to 
complete the others on their own. We elected not to require homework compliance, nor monitor 
completion due to the high attrition and variable attendance in the group condition. Thus, the 
Expand Your Horizon exercise was voluntary, and it is unclear how many women completed any 
of the prompts. Integrating each exercise into a future iteration of the intervention and 
encouraging compliance might enhance effects on functionality appreciation, or improve 
maintenance of improvements. For instance, each exercise could be provided over three weeks 
(i.e., one per week), and women could be asked to share a small selection of their writing to 
encourage compliance.  
 Additionally, the effect on the IES-2 eating for physical rather than emotional reasons 
subscale was no longer significant at follow-up. Process notes and leader feedback indicated 
some women appeared to need further education and support on emotional eating, as some of the 
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concepts might have been challenging to fully comprehend. Given emerging adulthood is a 
particularly vulnerable period for mental health concerns and emotional eating (Arnold et al., 
2015; Hunt & Eisenberg, 2010), it might be beneficial to enhance this content. Emotional eating 
was not fully introduced until session five. Thus, introducing the concept sooner, integrating it 
into other topics, and frequently referencing and reinforcing the material might strengthen 
effects. A recent prevention program for college women integrated dialectical behavior therapy 
(DBT) skills (e.g., distress tolerance and radical acceptance), and demonstrated improvements in 
emotion regulation that were maintained at follow-up (Simpson, Burnette, & Mazzeo, 2019). 
Including DBT skills could give participants tools to regulate their emotions, thereby potentially 
reducing emotional eating and improving maintenance of scores on this subscale. However, 
including these skills would likely lengthen the intervention, which might sacrifice some 
feasibility by increasing the time commitment for leaders and participants. 
 GSH. Across analytic approaches, the GSH condition demonstrated preliminary efficacy 
in reducing DEBs, body dissatisfaction, and weight-bias internalization, and improving body 
appreciation, functionality appreciation, IE and its facets, and satisfaction with life. Moreover, 
across analytic approaches and outcomes, effect sizes were large. The strongest effects were for 
overall IE, the reliance on physical cues IES-2 subscale, DEBs (i.e., EDDS and EDE-Q global 
score), body dissatisfaction and appreciation, and restraint. 
At pre-test, women randomized to GSH were in the 80th percentile on the EDE-Q global 
score and body dissatisfaction, and 70th percentile on restraint relative to established norms in 
undergraduate women (Luce et al., 2008). At follow-up, scores were just above average, in the 
60th percentile on the EDE-Q global score, and 55th percentile on body dissatisfaction and 
restraint. Incidence rates of binge eating (74%) and driven exercise (48%) at pre-test were far 
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above recent estimates in college women (49% and 31%, respectively), but below average at 
follow-up (42% binge eating and 4% driven exercise; Lipson & Sonneville, 2017; Luce et al., 
2008). Similarly, endorsement of purging at pre-test (10%) was above average for this 
population (8%; Luce et al., 2008), but below at follow-up (4%). Thus, it appears participation in 
this intervention contributed to reductions in DEBs to average and below average levels for this 
population. Moreover, these reductions were maintained two months later.  
 Between-group analyses. Few significant differences between conditions emerged, and 
results should be interpreted cautiously given this is a pilot trial underpowered to detect between-
group effects. Women in the group condition showed greater decreases on DEBs as measured by 
the EDDS from pre- to post-test, but there were no significant differences from pre-test to 
follow-up. Additionally, women in the GSH condition evidenced smaller changes in driven 
exercise frequency from pre- to post-test, but greater decreases from pre-test to follow-up. It is 
possible the group process facilitated more rapid changes in DEBs and exercise; however, 
women in the GSH condition received the IE workbook, and some may have continued with self-
study after the project’s end. 
Within treatment completer models, effect sizes were large across conditions and many 
were similar at follow-up (e.g., EDE-Q global). The largest discrepancies occurred on body 
appreciation and overall IE, which produced larger effects in the GSH condition. Additionally, as 
detailed, improvements in functionality appreciation and eating for physical rather than 
emotional reasons were maintained at follow-up in GSH, but not in group, participants. It is 
important to note the functionality appreciation models for the group condition were slightly 
underpowered, which could have contributed to null findings at follow-up. Nevertheless, 
characteristics of the GSH condition, such as individualized support and self-study, might have 
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enhanced some effects. For instance, group participants received weekly handouts and exercises, 
but most content was delivered in vivo, through group sessions. In GSH, participants received 
the IE workbook, which could have facilitated continued self-study or deeper reflection. 
Although there were opportunities for group participants to share their experiences and receive 
support, the GSH condition inherently provided more time for individualized support and 
feedback. The clinical significance of these differences is unclear, particularly given most effects 
were large. However, results support both conditions as preliminarily efficacious, though GSH 
might produce larger effects on body appreciation and IE. Future research should prioritize 
longer follow-ups, and examine whether these outcomes are maintained and ultimately prevent 
ED onset or excess weight gain.  
Maintenance of changes. It is possible characteristics of both interventions contributed 
to the maintenance of changes at follow-up. For instance, in both conditions, a considerable 
portion of the last session was devoted to discussing strategies for maintaining progress in the 
future, and identifying potential barriers. Additionally, social media was a regular, ongoing topic 
throughout the intervention. Participants discussed the strong influence of social media, and its 
potential as a barrier to progress and maintenance. Thus, participants were encouraged to be 
mindful of their social media consumption, particularly the values and messages promoted by 
accounts they followed. Moreover, participants received a list of social media accounts that 
reflected the values of IE, health at every size (HAES), and body positivity. Many participants 
expressed gratitude for this resource. Therefore, it is possible these strategies supported 
maintenance of progress after the intervention’s end. However, future research on mechanisms is 
necessary to explore factors that facilitate maintenance. 
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Mediation and moderation. Exploratory analyses examined mediators and moderators 
of treatment effects. These analyses were underpowered and were conducted to guide 
development and refinement of the intervention in future trials. Thus, results should be 
interpreted with caution.  
Baseline symptoms were examined as moderators of treatment response in the overall 
sample. Characteristics associated with larger reductions in EDE-Q global scores over time 
included greater baseline weight-bias internalization and ED symptoms, and lower baseline IE 
levels. Women with lower IE at baseline also demonstrated greater improvements in IE over 
time. Thus, the intervention might be particularly effective for women with more severe ED 
symptoms, lower IE, or greater weight-bias internalization, which is supported by meta-analytic 
evidence that prevention programs targeting high-risk populations (i.e., selective prevention) 
produce larger effects than universal programs (Stice et al., 2019, 2007; Watson et al., 2016). 
However, it is also plausible women with lower baseline ED pathology and weight-bias 
internalization, and greater IE had a restricted range, with less room for symptom improvement. 
A randomized controlled trial would help clarify these findings, demonstrating if intervention 
participation reduced eating pathology relative to a control group. In future trials with larger 
samples, researchers might also consider conducting sub-group analyses to compare intervention 
efficacy across levels of baseline severity. 
Attendance was not a significant moderator of treatment effects overall or between 
conditions. This is somewhat surprising given the significantly worse attendance in the group 
condition, and the slightly lower effect sizes relative to GSH. However, moderator analyses were 
underpowered. Thus, it is possible attendance effects would emerge in a larger sample. 
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Nevertheless, it appears even a reduced dosage (i.e., six- and seven-sessions on average for 
group and GSH, respectively) was sufficient to produce significant and maintained effects.  
 Improvements in IE were associated with decreases in DEBs over time. This suggests IE 
might be a mechanism that facilitates ED symptom reduction. Although preliminary, these 
results support examining IE as a novel and potentially efficacious approach to treating DEBs in 
college women in an RCT with a larger sample. 
Comparison to extant interventions. There are a number of existing prevention 
programs for eating and weight-related concerns. Some, such as dissonance-based interventions, 
have robust evidence for their effectiveness in preventing EDs and excess weight gain, with 
results replicated across populations and researchers (Becker & Stice, 2017). Accordingly, it is 
important to consider whether the current program has the potential to produce larger effects, or 
address limitations or gaps of existing interventions.   
In a review of ED prevention programs (i.e., not limited to dissonance-based 
interventions), effects on body dissatisfaction, dieting, and ED symptoms were small on average, 
and larger for selective prevention than universal, and multi-session versus single session 
interventions (Stice et al., 2007). In a meta-analytic review of dissonance-based ED prevention 
programs specifically, average effect sizes for body dissatisfaction, dieting, and ED symptoms 
for uncontrolled studies were generally in the small to medium range (i.e., d=.13 to .63; Stice et 
al., 2019). Stronger effects were again produced with selective versus universal prevention. 
Evidence for indicated prevention programs (i.e., for those exhibiting sub-threshold symptoms) 
is sparse and inconsistent. Moreover, the ways in which researchers apply definitions of selective 
versus indicated vary, making comparisons challenging (Fingeret, Warren, Cepeda-Benito, & 
Gleaves, 2006; Le, Barendregt, Hay, & Mihalopoulos, 2017). Further, the indicated intervention 
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approaches themselves have varied widely, from mirror exposure to CBT (Le et al., 2017). One 
meta-analysis found small effects of indicated programs on thin-ideal internalization and body 
dissatisfaction (Fingeret et al., 2006). However, they used a definition of indicated prevention 
more closely mirroring traditional definitions of selective prevention, including elevated body 
image concern as a sub-threshold symptom. A recent meta-analysis found conflicting results 
based on how researchers defined indicated prevention (Le et al., 2017). When using the more 
stringent definition for indicated interventions (i.e., exhibiting sub-threshold symptoms), there 
were no significant differences in outcomes between treatment and control conditions. With 
broader criteria, CBT interventions produced small effects on ED pathology, dieting, and shape 
and weight concerns (Le et al., 2017). 
In the current study, the most conservative models (i.e., BOFC) demonstrated medium 
effects on body dissatisfaction at post-test and large at follow-up, and large effects on restraint 
and ED symptoms across time-points in the group condition. In GSH, effects were large across 
all outcomes and time-points. Thus, effects in the current study appear larger than previous 
prevention efforts. There are several potential explanations for these findings. One, this 
intervention was eight weeks, considerably longer than many selective prevention programs such 
as ED dissonance-based and Healthy Weight interventions, which are typically two to four 
sessions. The length of this intervention might have strengthened its effects, as it provided more 
education and opportunities for processing and reflection. Additionally, as noted, the inclusion 
criteria for ED dissonance-based and Healthy Weight interventions typically include self-
reported body image concerns, whereas this study required sub-threshold DEBs. Thus, women in 
this study had greater severity and might have had greater motivation and room for improvement 
relative to body-dissatisfied women. Given IE was a mediator of change in DEBs, it is also 
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possible IE is a novel and particularly effective mechanism for reducing DEBs in this population. 
However, because this is a pilot trial with a small sample size and no control condition, it is 
important to interpret results with caution. Nonetheless, research suggests even small effect sizes 
within behavioral interventions can reflect clinically meaningful changes (Rosenthal & Rubin, 
1982). Thus, these preliminary findings are encouraging and provide support for developing this 
intervention into an RCT with a larger sample to ensure reliability of findings. 
Strengths and Limitations 
Strengths 
This study has several strengths. One, this is the first known study to pilot an IE 
intervention in college women engaging in DEBs. A recent Google search found, on just the first 
two pages, nine unique IE programs offered by dietitians, therapists, and unlicensed health 
coaches, highlighting IE’s growing popularity. These programs are not empirically validated, 
which is concerning given the prevalence and potentially serious consequences of disordered 
eating (Kärkkäinen, Mustelin, Raevuori, Kaprio, & Keski-Rahkonen, 2018; Lipson & 
Sonneville, 2017). Even sub-threshold ED symptoms are associated with substantial 
psychological and physical impairment (Crow et al., 2002; Kärkkäinen et al., 2018; Stice, Marti, 
et al., 2013). Moreover, this study piloted an IE intervention that followed the principles outlined 
by the developers of this treatment approach (Tribole & Resch, 2017). Prior intervention studies 
either: 1) included mindful or intuitive eating as one component of a larger intervention or 2) 
designed their own IE content (Schaefer & Magnuson, 2014). Only one known study piloted a 
“pure” IE intervention (i.e., following the 10 IE principles; Cole & Horacek, 2010) in a small 
sample of spouses of active military service members. Thus, research on the feasibility, 
acceptability, and efficacy of IE, as designed, is a critical need. This study found support for 
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these metrics, but efficacy must be demonstrated within a larger RCT prior to broader 
dissemination.  
Third, whereas some prevention programs exclude women with BMIs classified as 
overweight and obese (despite the documented rates of DEBs in this group; Kass et al., 2017), 
this intervention included women across the weight spectrum. Additionally, women in this study 
received the same intervention, regardless of body size. Standard treatments often vary based on 
weight, and have markedly different, and even contrasting, approaches (Lebow & Sim, 2017). 
For instance, women at higher weights are more likely to seek or be referred to weight loss 
treatment, even when engaging in DEBs (Hart et al., 2011; Lebow, Sim, & Kransdorf, 2015). 
However, the restrictive behaviors promoted by behavioral weight loss interventions can 
maintain ED symptoms (Lebow & Sim, 2017).  
Fourth, this study included women engaging in the spectrum of DEBs. Substantial 
research demonstrates diagnostic crossover is common (Pearson et al., 2017; Stice, Marti, & 
Rohde, 2013). Thus, interventions that teach sustainable and adaptive eating and exercise 
behaviors could reduce current DEBs and prevent excess weight gain and/or progression to full-
threshold EDs. The IE approach holds potential as such a transdiagnostic treatment, because 
rather than targeting specific behaviors (e.g., binge eating) or prescribing different rules based on 
body size, it emphasizes eating guided by physical cues and other principles which might have 
broader applicability (Tribole & Resch, 2012).  
Another strength is that IE promotes body acceptance, rather than reduction of thin-ideal 
internalization (the target of ED dissonance-based interventions), which could enhance its cross-
cultural applicability. Racial and ethnic minority women commonly report lower thin-ideal 
internalization but comparable DEB rates (Franko & Rodgers, 2017; Shaw et al., 2004). Thus, 
150 
 
this group of women, which is already less likely to be referred to or receive appropriate 
treatment compared with their White peers (Becker et al., 2003; Cachelin & Striegel-Moore, 
2006; Cachelin et al., 2000), might not fully benefit from gold standard intervention approaches. 
In this study, efforts to recruit a racially and ethnically diverse sample were successful, which 
could signal this intervention seemed relevant to women of color.  
Finally, this study evaluated two treatment modalities (group intervention and GSH) that 
are more accessible and affordable than individual therapy. Although most prevention programs 
are implemented in group formats, GSH is recommended as a first-line approach for mild to 
moderate DEB levels and has the potential to be more accessible and affordable than individual 
or group interventions (Traviss-Turner et al., 2017; Wilson & Zandberg, 2012). Thus, empirical 
evaluation of GSH intervention is necessary to provide support for this recommendation and 
ensure this treatment is feasible, acceptable, and effective. In this study, GSH was feasible and 
acceptable, and had superior retention and attendance and larger effects relative to group 
(although few significant between-condition differences emerged). Replication within a larger 
RCT is necessary to further examine GSH’s feasibility. In this study, leaders perceived 
substantial training was necessary to implement the intervention to fidelity. This could impact 
the scalability of the intervention, as it might be challenging to train peer leaders in effectiveness 
trials. However, if IE’s popularity continues to grow, its principles might become more 
mainstream, and subsequent trials might require less rigorous training. 
Limitations 
 Though this study has several strengths, it is important to note its limitations. This was a 
pilot trial, with a small sample and no control condition. Thus, we were underpowered to detect 
between-group effects, and interpretations of preliminary efficacy must be made with caution. 
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However, pilot research is an important phase in informing the development of fully-powered 
RCTs (Leon, Davis, & Kraemer, 2011). Two, although recruitment efforts were successful in 
obtaining a racially and ethnically diverse sample, the small sample sizes precluded the ability to 
conduct between and within racial/ethnic group analyses. This is an important consideration for 
future RCTs, because racial and ethnic minority women report high DEB rates but are 
underrepresented in treatment (e.g., Franko & Rodgers, 2017; Marques et al., 2011). Although it 
appears recruitment advertisements appealed to diverse women, and overall acceptability was 
high, between- and within-group data are necessary to substantiate IE’s cultural sensitivity and 
relevance. Similarly, this study was underpowered to examine IE’s efficacy across baseline ED 
severity or type of ED symptomatology (e.g., binge/purge symptoms versus restriction). 
Moderator analyses suggested this intervention might be more effective for women with higher 
severity at baseline; however, with low power and no control group, this finding is tentative. 
Indeed, without a control group, firm conclusions about IE’s efficacy cannot be made. Similarly, 
without another active treatment arm, its efficacy relative to other treatment approaches (e.g., ED 
dissonance-based interventions) cannot be established. Finally, this study had a short term (i.e., 
two-month) follow-up. Thus, it is unknown if intervention effects will be maintained long-term, 
or whether the intervention has prevention potential. Longer-term follow-ups will be vital to 
determine if IE reduces eating pathology and prevents excess weight gain or ED onset.  
Summary of Suggestions for Future Research 
 This study’s findings and limitations provide several considerations for future research. 
As noted, an RCT with a larger sample will be needed to replicate and extend this study’s 
findings. It is recommended that a diverse sample sufficient to detect between-group effects and 
conduct sub-group analyses is recruited. In addition to a control group, it would be beneficial for 
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future trials to consider the addition of another active treatment arm. Currently, ED dissonance-
based interventions have the strongest evidence for their ability to reduce ED risk factors, and 
prevent excess weight gain and ED onset. However, effect sizes are small to medium on average, 
and research shows participants who developed an ED after participation had higher baseline 
symptoms (Horney et al., 2015; Rohde et al., 2017). Thus, it is important to consider whether the 
current intervention addresses any gaps or limitations of existing programs, and whether it 
produces larger effects.  
Additionally, longer-term follow-ups will be necessary to examine 1) maintenance of 
effects, and 2) the intervention’s prevention potential, a vital and often overlooked step in 
intervention research (Cuijpers, 2003; Le et al., 2017). Finally, cost-analyses are relatively rare in 
ED intervention research (Aardoom et al., 2016; Mitchell, Peterson, & Agras, 1999), but could 
elucidate the relative feasibility of each condition. 
 Some recommendations specific to this study also emerged. Attrition and attendance 
were significantly worse in the group condition. Though most women who attended the first 
session completed the program, group pretreatment attrition was common. Potential suggestions 
for future trials include revealing randomization through an in-person session for all participants, 
or informing participants of their assignment by phone so common concerns and questions can 
be addressed. 
Some participants and leaders expressed a desire for 10 versus eight sessions. This would 
allow for one principle per session, rather than condensing two principles into one, which was 
particularly burdensome for GSH participants. Additionally, a few participants suggested 
combining modalities by alternating group sessions with individual phone calls. There is 
relatively little research on the comparative efficacy of combined intervention approaches, and 
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much of the literature is several decades old (e.g., Alonso & Rutan, 1990). A study of individual 
versus combined group and individual dialectical behavior therapy for borderline personality 
disorder found no significant differences between conditions (Andión et al., 2012); however, 
there is a paucity of randomized trials examining combined modalities. Thus, future research 
might consider the relative benefits of a combined group and GSH IE intervention. Finally, 
effectiveness trials are recommended for broader dissemination (e.g., Becker & Stice, 2017); it 
will be important to examine if this intervention can be delivered to fidelity by peer leaders or 
unlicensed providers, as this will affect affordability and, ultimately, scalability. 
Conclusion 
 This study piloted an 8-week IE intervention delivered through group and GSH 
modalities for college women engaging in DEBs. The primary hypotheses, that both conditions 
would demonstrate feasibility, acceptability, and preliminary efficacy, were largely supported. 
Pretreatment attrition contributed to significantly lower retention and attendance in the group 
condition versus GSH. However, the vast majority of women who attended at least one session 
in group were retained. Both conditions were highly acceptable to participants and leaders.  
 Both conditions demonstrated preliminary efficacy in reducing DEBs, body 
dissatisfaction, and weight-bias internalization, and increasing body appreciation, IE, and 
satisfaction with life across time, and changes were maintained at two-month follow-up. 
Moreover, most effect sizes were large, particularly within the GSH condition. Moderator 
analyses suggested the intervention might be particularly effective for women with greater 
baseline ED symptomatology, though it is also possible these women had greater room for 
improvement. Decreases in DEBs over time were explained in part by improvements in IE. This 
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result underscores the potential of IE as a novel and effective method of reducing DEBs in 
college women.  
 Results of this pilot trial are encouraging, and support the development of a fully-
powered RCT. Priorities for intervention development include: 1) obtaining a sufficient sample 
size to conduct fully-powered between-condition, sub-group (e.g., within and between racial and 
ethnic groups and baseline levels of ED severity), and moderator analyses (e.g., attendance, 
baseline severity); 2) strategies to improve the feasibility of the group condition, such as 
reducing pretreatment attrition and improving attendance; 3) the inclusion of a control condition 
to strengthen reliability of findings; and 4) longer follow-up to examine long-term maintenance 
of effects and prevention potential. Future trials might also consider the inclusion of a separate 
active treatment intervention (e.g., Body Project) to compare the efficacy of this intervention to 
existing approaches. Additionally, cost-benefit analyses will be beneficial to inform the 
intervention’s feasibility and potential scalability.  
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Appendix A 
Eating Disorder Diagnostic Screener (EDDS) – DSM-5 Version 
Please carefully complete all questions, choosing NO or 0 for questions that do not apply. 
 
Over the past 3 months… Not at all   Slightly  Moderately  Extremely 
1. Have you felt fat?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4 5 6 
2. Have you had a definite fear that you might gain weight or become fat? . . . . . . . 0 1 2 3 4 5 6 
3. Has your weight or shape influenced how you judge yourself as a person? . . . . . 0 1 2 3 4 5 6 
 
During the past 3 months have there been times when you have eaten what other people would regard as an 
unusually large amount of food (e.g., a pint of ice cream) given the circumstances? . . . ………… .  
YES NO 
 
During the times when you ate an unusually large amount of food, did you experience a loss of control 
(e.g., felt you couldn't stop eating or control what or how much you were eating? . . . . . . . . . . . . . . . . .
 YES NO 
 
How many times per month on average over the past 3 months have you eaten an unusually large amount of 
food and experienced a loss of control? 0 1 2 3 4 5 6 7 8
 9 10 11 12+ 
 
During episodes of overeating with a loss of control, did you… 
7. Eat much more rapidly than normal?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   YES
 NO 
 
8. Eat until you felt uncomfortably full?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  YES
 NO 
 
Eat large amounts of food when you didn't feel physically hungry?. . . . . . . . . . . . . . . . . . . . .   YES NO 
 
Eat alone because you were embarrassed by how much you were eating?. . . . . . . . . . . . . . . . YES NO 
 
Feel disgusted with yourself, depressed, or very guilty after overeating?. . . . . . . . . . . . . . . . . YES NO 
 
If you have episodes of uncontrollable overeating, does it make you very upset? . . . . . . . . . . YES NO 
 
In order to prevent weight gain or counteract the effects of eating, how many times per month on average 
over the past 3 months have you: 
13. Made yourself vomit? . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4 5 6 7 8 9 10 11 12+ 
14. Used laxatives or diuretics? . . . . . . . . . . . . . . . . . . 0 1 2 3 4 5 6 7 8 9 10 11 12+ 
15. Fasted (skipped at least 2 meals in a row)? . . . . . . 0 1 2 3 4 5 6 7 8 9 10 11 12+ 
16. Engaged in more intense exercise specifically 
to counteract the effects of overeating . . . . . . . . . . . . . . 
 
 
0 
 
 
1 
 
 
2 
 
 
3 
 
 
4 
 
 
5 
 
 
6 
 
 
7 
 
 
8 
 
 
9 
 
 
10 
 
 
11 
 
 
12+ 
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How many times per month on avearge over the past 3 months have you eaten after awakening from sleep 
or eaten  an unusually large amount of food after your evening meal and felt distressed by the night eating? 
. . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
0 1 2 3 4 5 6 7 8 9 10   11  12+ 
 
How much does any eating or body image problem impact your relationships Not at all  Slightly  Moderately  Extremely 
with friends and family, work performance, and school performance? . . . . . . . . . .  
0 1 2 3 4 5 6 
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Appendix B 
Demographic Questionnaire 
 
 
1. First and last name:  
2. How did you hear about this study (choose all that apply)? 
o TelegRAM 
o Table at the Commons 
o Love & Liquor 
o New Student Orientation 
o Flyer 
o AxisTV 
o Social Media 
o Other (please describe) 
_________________________
 
3. Current age (in whole numbers): 
4. Year in school: 
o Freshman (first-year) 
o Sophomore 
o Junior 
o Senior 
o Graduate 
5. Please choose the race(s) that best describe(s) you (choose all that apply): 
White  
Black  
Latinx  
Asian 
South Asian 
Hawaiian 
Pacific Islander 
Native American 
Other 
 
6. How do you personally describe your racial/ethnic identity? _____________ 
7. With which gender do you identify? 
o Male 
o Female 
o Other (please describe): _____________ 
 
8. Are you currently pregnant?  
o Yes o No 
9. Have you received any type of mental health service in the prior year (e.g., individual therapy, group therapy, 
psychiatrist?   
o Yes o No 
10. What type of services did you receive (please choose all that apply)? 
o Outpatient individual therapy 
o Outpatient group therapy 
o Psychiatrist visit(s) 
o Partial hospitalization 
o Intensive outpatient 
o Inpatient 
o Other: ________________ 
 
11. Have you ever received treatment for body image, eating, or weight-related concerns? 
o Yes 
o No 
 
12. Have you ever received a diagnosis of an eating disorder from a professional (e.g., doctor, psychologist, 
psychiatrist)?  
o Yes o No
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13. What diagnosis did you receive (choose all that apply)? 
o Anorexia nervosa 
o Bulimia nervosa 
o Binge eating disorder 
o Purging disorder 
o ED-NOS/OSFED 
o ARFID 
o Other: _________________
 
14. When did you receive this diagnosis (please provide approximate month and year)? _________ 
15. Do you believe you currently meet criteria for an eating disorder? 
o Yes o No 
 
16. What eating disorder do you believe you have (choose all that apply)? 
o Anorexia nervosa 
o Bulimia nervosa 
o Binge eating disorder 
o Purging disorder 
o ED-NOS/OSFED 
o ARFID 
o Other: _________________ 
 
17. Do you use a fitness tracker? 
o Yes o No 
18. How often do you use it, on average? 
o Never 
o Less than monthly 
o Monthly 
o Few times/month 
o Weekly 
o 2-3x/week 
o Daily 
o Multiple times/day 
19. What fitness tracker do you use? _____________________ 
20. Do you use a calorie tracker? 
o Yes o No 
21. How often do you use it, on average? 
o Never 
o Less than monthly 
o Monthly 
o Few times/month 
o Weekly 
o 2-3x/week 
o Daily 
o Multiple times/day 
22. What calorie tracker do you use? __________________________ 
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Appendix C 
Body Appreciate Scale-2 
For each item, the following response scale should be used: 
 
1 = Never, 2 = Seldom, 3 = Sometimes, 4 = Often, 5 = Always 
 
Please indicate whether the question is true about you never, seldom, sometimes, often, or always. 
 
 
1. I respect my body. 
2. I feel good about my body. 
3. I feel that my body has at least some good qualities. 
4. I take a positive attitude towards my body. 
5. I am attentive to my body’s needs. 
6. I feel love for my body. 
7. I appreciate the different and unique characteristics of my body. 
8. My behavior reveals my positive attitude toward my body; for example, I hold my head high and smile. 
9. I am comfortable in my body. 
10. I feel like I am beautiful even if I am different from media images of attractive people 
(e.g., models, actresses/actors). 
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Appendix D 
Eating Disorder Examination Questionnaire with Instruction 
 
Some questions ask about (1) eating what most people would regard as an unusually large amount of food 
and (2) feeling a sense of having lost control while eating.  
 
1. An unusually large amount of food is something that most people would feel is more than a large meal.  
 
2. A sense of having lost control while eating might be experienced as feeling driven or compelled to eat; not 
being able to stop eating once you have started; not being able to keep yourself from eating large amounts of 
certain kinds of foods in the first place; or giving up on even trying to control your eating because you know 
that, no matter what, you are going to overeat.  
 
Here are some examples:  
  
 After work one evening, Diana ate two pieces of chicken, a 16-ounce package of frozen vegetables, 
three cups of rice, three fourths of a coffee cake, and a piece of fruit. This is an unusually large amount of 
food. While she ate Diana felt completely out of control, ate more quickly than usual, and ate until she felt 
uncomfortable full. Afterwards, Diana was very upset about how much she had eaten, and said she felt 
depressed, guilty, and hated herself for giving in to the urge to binge.  
 
 Several times a week JoAnne ate lunch at McDonald’s with two coworkers. Her usual order was a 
Big Mac, a fish fillet sandwich, two large orders of fries, and a large chocolate shake. This is an unusually 
large amount of food. Although she ate somewhat more than her friends did and knew she was eating a lot of 
high-fat food, she did not feel out of control while eating or feel upset afterwards about how much she had 
eaten.  
 
 For lunch one day, Joseph had a ham and cheese sandwich with mayonnaise on a roll, a small bag of 
potato chips, a candy bar, and a diet coke. Although this was a large meal, it was not unusually large. 
However, Joseph felt out of control because he had planned to have turkey on whole wheat with lettuce and 
tomato plus a piece of fruit for dessert, but changed his mind at the last minute while ordering his sandwich.  
 
 Carol ate two donuts someone brought to the office one morning. She had started a diet that day and 
planned to skip breakfast. Carol initially refused the donuts, but after everyone else had gone to a meeting 
she snuck into the break room and very quickly ate the donuts so no one would see her eating. She felt very 
guilty and ashamed afterwards and hated feeling so out of control of her eating, resolving to start dieting 
again the next day. Although Carol felt bad about eating the donuts, this was not an unusually large amount 
of food.  
 
Diana and JoAnne ate an unusually large amount of food, but Joseph and Carol did not. Diana, 
Joseph, and Carol felt a loss of control while eating, but JoAnne did not. Of the four, Diana is the only 
one who actually had a binge episode, which includes both (1) eating an unusually large amount of 
food and (2) feeling a sense of having lost control while eating.  
 
Instructions 
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The following questions are concerned with the PAST FOUR WEEKS ONLY (28 days). Please read each 
question carefully and circle the appropriate number on the right. Please answer all the questions.  
 
ON HOW MANY DAYS OUT OF     No   1-5   6-12    13-15     16-22      23-27      Every  
THE PAST 28 DAYS…..    days  days    days     days       days        days         day 
 
 
1. Have you been deliberating 
trying to limit the amount of  
food you eat to influence your 
shape or weight?        0      1      2        3          4              5             6  
 
 
2. Have you gone for long 
periods of time (8 hours or  
more) without eating anything  
in order to influence your shape 
or weight?           0      1      2        3          4              5             6  
 
 
3. Have you tried to avoid 
eating any foods which 
you like in order to influence 
your shape or weight?        0      1      2        3          4              5             6  
 
 
4. Have you tried to 
follow definite rules  
regarding your eating in  
order to influence your  
shape or weight; for example,  
a calorie limit, a set amount  
of food, or rules about what or  
when you should eat?      0      1      2        3          4              5             6  
 
 
5. Have you wanted your 
stomach to be empty?      0      1      2        3          4              5             6 
 
 
6. Has thinking about food 
or its calorie content made it much  
more difficult to concentrate on  
things you are interested in; for 
example, read, watch TV, or  
follow a conversation?    0      1      2        3          4              5             6  
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7. Have you been afraid 
of losing control over eating?    0      1      2        3          4              5             6  
 
 
8. Have you had episodes 
of binge eating?     0      1      2        3          4              5             6  
 
 
9. Have you eaten in  
secret? (Do not count binges.)   0      1      2        3          4              5             6  
 
 
10. Have you definitely 
wanted your stomach to  
be flat?      0      1      2        3          4              5             6  
 
 
11. Has thinking about shape 
or weight made it more  
difficult to concentrate on  
things you are interested in;  
for example read, watch TV,  
or follow a conversation?    0      1      2        3          4              5             6  
 
 
12. Have you had a  
definite fear that you might 
gain weight or become fat?    0      1      2        3          4              5             6  
 
 
13. Have you felt fat?     0      1      2        3          4              5             6  
 
 
14. Have you had a strong 
desire to lose weight?     0      1      2        3          4              5             6  
 
 
OVER THE PAST FOUR WEEKS (28 DAYS) 
 
15. On what proportion of time   0 – None of the times 
that you have eaten have you     1 – A few of the times 
felt guilty because the effect on   2 – Less than half the times 
your shape or weight? (Do not   3 – Half of the times 
count binges.) (Circle the number   4 – More than half the times 
which applies.)     5 – Most of the times 
       6 – Every time 
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16. Over the past four weeks (28 days), have there been any times when you have felt you have eaten what 
other people would regard as an unusually large amount of food given the circumstances? (Please put 
appropriate number in box).  
         0 – No 
         1 – Yes [    ] 
 
17. How many episodes have you had over the past four weeks? 
         [    ] [    ] [    ] 
 
18. During how many of these episodes of overeating did you have a sense of having lost control over your 
eating? 
[    ] [    ] [    ] 
 
 
19. Have you had other episodes of eating in which you have had a sense of having lost control and eating 
too much, but have not eaten an unusually large amount of food given the circumstances? 
0 – No 
         1 – Yes [    ] 
 
20. How many such episodes have you had over the past four weeks? 
[    ] [    ] [    ] 
 
 
21. Over the past four weeks have you made yourself sick (vomit) as a means of controlling your shape or 
weight? 
0 – No 
         1 – Yes [    ] 
 
22. How many times have you done this over the past four weeks? 
[    ] [    ] [    ] 
 
 
 
23. Have you taken laxatives as a means of controlling your shape or weight? 
0 – No 
         1 – Yes [    ] 
 
24. How many times have you done this over the past four weeks? 
[    ] [    ] [    ] 
 
 
25. Have you take diuretics (water tablets) as a means of controlling your shape or weight? 
0 – No 
         1 – Yes [    ] 
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26. How many times have you done this over the past four weeks? 
[    ] [    ] [    ] 
 
 
27. Have you exercised hard as a means of controlling your shape or weight? 
0 – No 
         1 – Yes [    ] 
 
28. How many times have you done this over the past four weeks? 
[    ] [    ] [    ] 
 
 
 
 
 
OVER THE PAST FOUR WEEKS (28 
DAYS) (Please circle the number which best 
describes your behavior.) 
N
O
T
 A
T
 A
L
L
 
 S
L
IG
H
T
Y
 
 M
O
D
E
R
A
T
E
L
Y
  
 M
A
R
K
E
D
L
Y
  
29. Has your weight influenced how you 
think about (judge) yourself as a person? 
 
0 1 2 3 4 5 6 
30. Has your shape influenced how you think 
about (judge) yourself as a person? 
 
0 1 2 3 4 5 6 
31. How much would it upset you if you had 
to weigh yourself once a week for the next 
four weeks? 
 
0 1 2 3 4 5 6 
32. How dissatisfied have you felt about your 
weight? 
 
0 1 2 3 4 5 6 
33. How dissatisfied have you felt about your 
shape? 
 
0 1 2 3 4 5 6 
34. How concerned have you been about 
other people seeing you eat? 
0 1 2 3 4 5 6 
35. How uncomfortable have you felt seeing 
your body; for example, in the mirror, in 
shop window reflections, while undressing or 
taking a bath or shower? 
 
0 1 2 3 4 5 6 
36. How uncomfortable have you felt about 
others seeing your body; for example, in 
communal changing rooms, when swimming 
or wearing tight clothes? 
0 1 2 3 4 5 6 
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Appendix E 
Functionality Appreciation Scale 
Please indicate the extent to which you agree with each of the following statements: 
 
  Strongly 
disagree 
Disagree Neither agree 
nor disagree 
Agree Strongly 
agree 
1. I appreciate my body for what it is 
capable of doing. 
     
2. I am grateful for the health of my 
body, even if it isn’t always as healthy 
as I would like it to be. 
     
3. I appreciate that my body allows me to 
communicate and interact with others. 
     
4. I acknowledge and appreciate when 
my body feels good and/or relaxed. 
     
5. I am grateful that my body enables me 
to engage in activities that I enjoy or 
find important. 
     
6. I feel that my body does so much for 
me. 
     
7. I respect my body for the functions that 
it performs.  
     
 
Scoring: Scores on the seven FAS items are averaged, with higher scores reflecting higher levels of 
functionality appreciation.   
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Appendix F 
Intuitive Eating Scale-2 
 
Directions for participants: For each item, please circle the answer that best characterizes your attitudes or 
behaviors. (note to experimenter: use “check” in lieu of “circle” if survey is online) 
 
1.   I try to avoid certain foods high in fat, carbohydrates, or calories. 
     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
2.   I have forbidden foods that I don’t allow myself to eat.  
     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
3.   I get mad at myself for eating something unhealthy. 
     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
4.   If I am craving a certain food, I allow myself to have it. 
     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
5.   I allow myself to eat what food I desire at the moment.  
     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
6.   I do NOT follow eating rules or dieting plans that dictate what, when, and/or how much to eat. 
     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
7.   I find myself eating when I’m feeling emotional (e.g., anxious, depressed, sad), even when 
      I’m not physically hungry. 
     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
8.   I find myself eating when I am lonely, even when I’m not physically hungry.  
     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
9.   I use food to help me soothe my negative emotions.  
     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
10. I find myself eating when I am stressed out, even when I’m not physically hungry.  
     1       2       3        4       5 
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Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
11. I am able to cope with my negative emotions (e.g., anxiety, sadness) without turning to food for 
comfort.  
     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
12. When I am bored, I do NOT eat just for something to do. 
     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
13. When I am lonely, I do NOT turn to food for comfort. 
     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
14. I find other ways to cope with stress and anxiety than by eating.     
     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree   
 
15. I trust my body to tell me when to eat.  
     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
16.   I trust my body to tell me what to eat.  
     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
17.   I trust my body to tell me how much to eat.  
     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
18. I rely on my hunger signals to tell me when to eat. 
     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
19. I rely on my fullness (satiety) signals to tell me when to stop eating. 
     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
20. I trust my body to tell me when to stop eating. 
     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
21. Most of the time, I desire to eat nutritious foods. 
     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
22. I mostly eat foods that make my body perform efficiently (well). 
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     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
23. I mostly eat foods that give my body energy and stamina. 
     1       2       3        4       5 
Strongly Disagree      Disagree           Neutral              Agree        Strongly Agree 
 
Scoring Procedure: 
 
1. Reverse score Items 1, 2, 3, 7, 8, 9, and 10  
 
2. Total IES-2 Scale Score: Add together all items and divide by 23 to create an average score. 
 
3. Unconditional Permission to Eat subscale: Add together Items 1, 2, 3, 4, 5, and 6; divide by 6 to create 
an average score. 
 
4. Eating for Physical Rather than Emotional Reasons subscale: Add together Items 7, 8, 9, 10, 11, 12, 
13, and 14; divide by 8 to create an average score.  
 
5. Reliance on Hunger and Satiety Cues subscale: Add together Items 15, 16, 17, 18, 19, and 20; divide 
by 6 to create an average score. 
 
6. Body-Food Choice Congruence subscale: Add together Items 21, 22, and 23; divide by 3 to create an 
average score.  
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Appendix G 
Intuitive Exercise Scale 
For each item, please circle the answer that best characterizes your attitudes or behaviors. 
 
1=Strongly 
disagree 
2=Disagree 3=Neutral 4=Agree 5=Strongly 
agree 
 
 
 
 
Scoring: The total scores determine how intuitively you engage in exercise behavior. You may use 
the subscales to get mean scores and evaluate specific areas of the intuitive exercise concept.   
 
Emotional Exercise (-) *Reverse Score  
Add up the scores from Questions: 2,3,8,9,14: ______ Divide by 5: _____  
1. I stop exercising when I feel pain. 1 2 3 4 5 
2. I find myself exercising when I’m feeling negative 
emotions (for example, anxious, depressed, or sad) 
even when I don’t feel like exercising. 
 
1 2 3 4 5 
3. I find myself exercising when I am lonely, even when I 
do not feel like exercising. 
 
1 2 3 4 5 
4. I trust my body to tell me when to exercise. 1 2 3 4 5 
 
5. I trust my body to tell me what type of exercise to do. 
 
1 2 3 4 5 
6. I stop exercising when I am fatigued. 
 
1 2 3 4 5 
7. I trust my body to tell me how much exercise to do. 1 2 3 4 5 
8. I use exercise to help soothe my negative emotions. 
 
1 2 3 4 5 
9. I find myself exercising when I'm stressed out, even 
when I've already exercised. 
 
1 2 3 4 5 
10. I incorporate a variety of physical activities into my 
exercise plan. 
 
1 2 3 4 5 
11. When my body feels tired, I stop exercising. 
 
1 2 3 4 5 
12. I enjoy different types of physical activities when I 
exercise. 
 
1 2 3 4 5 
13. I engage in a variety of different types of exercise. 
 
1 2 3 4 5 
14. I use exercise to distract myself from or avoid 
negative emotions.  
1 2 3 4 5 
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Body Trust (+) 
Add up the scores from Questions: 4,5,7: ______ Divide by 3: _____ 
 
Exercise Variety (+) 
Add up the scores from Questions: 10,12,13: Divide by 3: ______ 
 
Mindful Exercise (+) 
Add up the scores from Questions: 1,6,11: Divide by 3: _______  
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Appendix H 
Modified Weight Bias Internalization Scale 
1 = Strongly Disagree  2 = Disagree  3 = Slightly Disagree  4 = Neither Agree nor Disagree 
5 = Slightly Agree  6 = Agree  7 = Strongly Agree 
 
1.  Because of my weight, I feel that I am just as competent as anyone.1 
2.  I am less attractive than most other people because of my weight. 
3.  I feel anxious about my weight because of what people might think of me. 
4.  I wish I could drastically change my weight. 
5.  Whenever I think a lot about my weight, I feel depressed. 
6.  I hate myself for my weight. 
7.  My weight is a major way that I judge my value as a person. 
8.  I don’t feel that I deserve to have a really fulfilling social life, because of my 
weight. 
9.  I am OK being the weight that I am.1 
10.  Because of my weight, I don’t feel like my true self. 
11.  Because of my weight, I don’t understand how anyone attractive would want 
to date me. 
 
1Item reverse-scored   
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Appendix I 
Satisfaction with Life Scale 
Below are five statements that you may agree or disagree with. Using the 1-7 scale indicate your agreement 
with each item by placing the appropriate number on the line preceding that item. Please be open and honest 
in your responding. 
7- Strongly agree 
6- Agree 
5- Slightly agree 
4- Neither agree nor disagree 
3- Slightly disagree 
2- Disagree 
1-Strongly disagree 
 
 In most way my life is close to ideal. 
 The conditions of my life are excellent. 
 I am satisfied with my life. 
 So far I have gotten the important things I want in life. 
 If I could live my life over, I would change almost nothing. 
 
Scoring and Interpretation of the Scale 
Add up your answers to the five items and use the following normative information to help in 
“interpretation”: 
5-9 Extremely dissatisfied with your life. 
10-14 Very dissatisfied with your life. 
15-19 Slightly dissatisfied with your life. 
20 About neutral. 
21-25 Somewhat satisfied with your life. 
26-30 Very satisfied with your life. 
31-35 Extremely satisfied with your life. 
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Appendix J 
Study Flyer 
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Appendix K 
Group Weekly Satisfaction Survey 
 
Date: _______________________   Session Number (1-8): ______ 
 
1. Do you think the topics covered today were helpful? 
Not at all helpful  Somewhat helpful  Very helpful 
2. Do you think the information was easy to understand? 
Not at all easy  Somewhat easy  Very easy 
3. Do you think the homework for this week was helpful? 
Not at all helpful  Somewhat helpful  Very helpful 
4. Did you enjoy this session? 
Not at all  Somewhat  Very much 
a. What was the most helpful part of this session? 
 
 
 
 
 
b. What was the least helpful part of this session? 
 
 
 
 
 
5. How comfortable do you feel with the group members? 
Not at all  Somewhat  Very much 
a. What makes you comfortable/uncomfortable? 
 
 
 
 
6. How comfortable do you feel with the group leaders? 
Not at all  Somewhat  Very much 
a. What makes you comfortable/uncomfortable? 
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Appendix L 
Group Exit Questionnaire 
 
Your responses are anonymous. Please feel free to be completely honest. Your feedback is so important to 
improving and refining future versions of this program! We appreciate your participation. 
 
How did you feel about the… 
1. Number of sessions (8): Too Few, Just Right,  Too Many 
2. Length of sessions (1.5 hours): Too Short, Just Right, Too Long 
3. Frequency of sessions (1/week): Too Frequent, Just Right, Not Frequent Enough 
 
Questions 4-20 
1- Strongly Disagree 2-Moderately Disagree   3-Neutral        4-Moderately Agree    5-Strongly Agree 
 
4. I enjoyed attending the group. 
5. The session topics were relevant to my concerns about eating and body image. 
6. I felt comfortable with other group members. 
7. The support of other group members was a valuable part of the intervention. 
8. I felt comfortable to share in group. 
9. I believe the intuitive eating approach is a legitimate way to improve eating habits and body image.  
10. I am a more intuitive eater because of this group. 
11. I am more aware of my hunger and satiety signals because of this group. 
12. This group has helped me be more flexible with food. 
13. I have fewer food rules as a result of participating in this group. 
14. This group has helped me find ways to cope with my emotions without using food. 
15. This group has helped me accept my body more. 
16. I no longer feel as guilty or ashamed about eating or my body because of this group. 
17. I felt comfortable with the group leaders. 
18. Group leaders were knowledgeable. 
19. Group leaders were supportive. 
20. Group leaders created an inclusive atmosphere. 
21. I would recommend this group to other women. 
22. Group leaders were inclusive of (choose all that apply): Racial/ethnic background, Body shape/size, 
Diverse eating concerns 
Please respond to the following questions in the space provided. 
1. How did you feel about attending the group sessions? 
2. What did you think of the topics covered? 
3. What parts of the group were most helpful to you?   
4. Least helpful? 
5. What other topics do you wish were in the group? 
6. What did you think about the length and number of sessions? 
7. What is the most important thing you learned from this group? 
8. What has been the hardest part of being in this group? 
9. Has this program impacted your life in any way? If so, how? 
10. Do you have any other suggestions for future groups like this one? 
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Appendix M 
 
GSH Weekly Satisfaction Survey 
 
Date: _______________________   Session Number (1-8): ______ 
 
1. Do you think the chapter(s) covered today were helpful? 
Not at all helpful  Somewhat helpful  Very helpful 
2. What did you think of the amount of content for this week? 
Not enough content Just enough content  Too much content 
3. Approximately how much time do you think you spent reading and doing exercises this week (please 
estimate in minutes): ______________ 
4. If you talked to your coach today, did you enjoy the phone call? 
Not at all  Somewhat  Very much 
a. What was the most helpful part of the call? 
 
 
 
 
 
b. What was the least helpful part of the call? 
 
 
 
 
 
5. How comfortable do you feel with your coach? 
Not at all  Somewhat  Very much 
a. What makes you comfortable/uncomfortable? 
 
 
 
 
6. If you did not talk with your coach today, what barriers prevented the phone call (choose all that 
apply)? 
 
Time Motivation Did not complete chapter(s) Not comfortable with coach 
 
Please provide any further comments:  
Burnette 206 
 
Appendix N 
 
GSH Exit Questionnaire 
 
Your responses are anonymous. Please feel free to be completely honest. Your feedback is so important to 
improving and refining future versions of this program! We appreciate your participation. 
 
How did you feel about the… 
1. Number of phone calls (8): Too Few, Just Right,  Too Many 
2. Length of phone calls (1.5 hours): Too Short, Just Right, Too Long 
3. Frequency of phone calls (1/week): Too Frequent, Just Right, Not Frequent Enough 
4. Average amount of time (in minutes) spent each week reading workbook and completing exercises 
not including phone call): _________ 
5. I read the assigned chapter(s) and completed the exercises prior to the phone call:  
0-Never, 1-Less than Half the Time, 2-About Half the Time, 3-More than Half the Time, 4-Every 
Week 
6. What barriers did you encounter with completing the workbook exercises each week (choose all that 
apply)? 
Busy with School, Lack of Motivation, Too Many Exercises for the Week, Did Not Enjoy the 
Content, Did Not Understand the Content, Did Not Connect with My Coach, None 
Questions 7-21 
1- Strongly Disagree 2-Moderately Disagree   3-Neutral        4-Moderately Agree    5-Strongly Agree 
 
7. I enjoyed completing the workbook on my own. 
8. I enjoyed the weekly phone calls. 
9. The workbook topics were relevant to my concerns about eating and body image. 
10. I believe the intuitive eating approach is a legitimate way to improve eating habits and body image.  
11. I am a more intuitive eater because of this program. 
12. I am more aware of my hunger and satiety signals because of this program. 
13. This program has helped me be more flexible with food. 
14. I have fewer food rules as a result of participating in this program. 
15. This program has helped me find ways to cope with my emotions without using food. 
16. This program has helped me accept my body more. 
17. I no longer feel as guilty or ashamed about eating or my body because of this program. 
18. I felt comfortable with my coach. 
19. I felt like my coach was knowledgeable. 
20. I felt like my coach was supportive. 
21. I would recommend this program to other women. 
Please respond to the following questions in the space provided. 
1. How did you feel about reading and completing the workbook exercises on your own each week? 
2. How did you feel about your weekly phone calls with the coach? 
3. What did you think of the topics covered? 
4. What parts of the program were most helpful to you?   
5. Least helpful? 
6. What other topics do you wish were in the program? 
7. What did you think about the length and number of calls? 
8. What is the most important thing you learned from this program? 
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9. What has been the hardest part of being in this program? 
10. Has this program impacted your life in any way? If so, how? 
11. Do you have any other suggestions for future groups like this one?  
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